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Abstract 
 
The aim of this Australian Research Council Linkage doctoral project with industry 
partners UnitingCare-Lifeline Ballarat and Lifeline Australia was to investigate whether 
calls to Lifeline – a generalist telephone counselling and referral service – could be used 
as valid and reliable social indicators of health. The Lifeline Australia service receives 
approximately 1,000 calls a day and key details of each call are recorded on its Client 
Services Management Information System (CSMIS). A number of research questions 
directed this study: (1) What are the characteristics or attributes of callers to Lifeline?; 
(2) How do the patterns of calls to Lifeline vary spatially?; and (3) What is the statistical 
relationship between calls to Lifeline and other measures of community health?  
 
This thesis presents a detailed descriptive summary and analysis of Lifeline’s national 
CSMIS call data (N = 90,128 cases) from 01-04-2003 to 29-06-2003. It explores this and 
other sources of call data, such as the Telstra Exchange data, for their potential to be 
used as social indicators. The project created a model of generalist telephone counselling 
and referral use (MGTCRU). The MGTCRU was used as a theoretical base to a call rate 
indicator, named the Lifeline Indicator of Social Need (LISN), which reflects the 
community’s capacity to provide social support to its most socially isolated residents. 
The LISN was found to have useful attributes and a potential for use as a social indicator 
of community strength. The call rate indicator showed a statistically significant 
relationship with the Accessibility/Remoteness Index of Australia, measures of socio-
economic disadvantage, and suicide rates. However, the CSMIS database was found to 
have certain limitations. The thesis presents recommendations for this situation to be 
addressed.  
While acknowledging that there are limitations to telephone counselling call data it is 
clear that these call data can be used to create cost effective, rapid, reliable, and 
potentially valid social indicators. This thesis has made a number of significant 
empirical and theoretical contributions to knowledge on telephone counselling and 
referral. The descriptive summary of the CSMIS data provided in this thesis might be 
used in innovative ways by social researchers. The LISN could be used on its own or 
included in other social indices. The MGTCRU provides a theoretical framework for 
understanding telephone counselling and referral services use and may assist these 
 x
services to organise their operations and meet the needs of their callers. This project may 
have particular application to a current upgrade of Lifeline Australia’s telephony and call 
data systems.                   
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1 
 
 
Introduction to Thesis 
 
 
1.0 Introduction 
 
This thesis takes a critical and in-depth look at generalist telephone counselling call data. 
It explores the role of generalist telephone counselling services and creates a general 
model of telephone counselling and referral use. The thesis also creates a new social 
indicator and explores the validity and practicalities of using generalist telephone 
counselling call data as a social indicator. This introductory chapter provides the rationale 
for this doctoral thesis, its aim, its research questions and hypotheses, its scope or the 
extent of its investigation, and an overview of the contents of its chapters. The chapter 
concludes with a list of presentations and publications that have been produced from this 
project.      
 
1.1. Problem Statement 
 
Social indicators are important tools for measuring community wellbeing and targeting 
improvement programs. Indicators enable measurement of progress; they can assist to 
engage community members in a dialogue about the future, and can help change 
community outcomes. Indicators play a crucial role in an evidence-based approach in 
identifying need, allocating resources, and evaluating program outcomes. However, the 
validity of some health related social indicators used in rural Australia has been 
questioned and the range and utility of social indicators available worldwide is deficient. 
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Lifeline Australia Inc. provides a telephone counselling and referral service to all 
Australians through the operation of more than 40 national member call centres. The 
service receives an average national call rate of more than 1,000 calls per day, which are 
answered by its trained volunteer counsellors. These telephone counsellors record 
information on many of their calls in Lifeline’s Client Service Management Information 
System (CSMIS).   
 
It has been proposed that generalist telephone counselling and referral call data may 
provide a source of health information for social indicators. Importantly it has been 
claimed that intake data from telephone counselling services can be used either in its 
present form or with minor modifications as the basis for useful evaluations. However, 
generalist telephone counselling and referral services, such as Lifeline, and their data 
have not been specifically examined in a detailed and critical manner for their potential to 
provide a source of social indicators. Therefore, the feasibility and practicality of using 
this untapped potential source of social indicators would seem to warrant systematic 
exploration.    
 
1.2 Aim 
 
The aim is to develop a reliable and valid social indicator using data from Lifeline 
Australia, a generalist telephone counselling and referral services. 
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1.3 Research Questions and Hypotheses  
There are several research questions that this thesis will attempt to answer, which may 
help to reach the aim. These research questions are as follow:  
• What call information is collected by generalist telephone counselling and referral 
services? 
• Who calls a generalist telephone counselling and referral service? 
• Can call data be accurately spatially referenced to small areas? 
• Can a call rate indicator be produced for small areas? 
• If a call rate indicator can be produced, what attributes would it have? 
• What relationship has the call rate indicator with other social indicators? 
• What can existing call data tell us about the construct that the call rate indicator 
claims to measure? 
• Are there consistently more females than males using the Lifeline service, and if 
so, what may these gender differences in use of the service indicate? 
• To what extent is the Lifeline service used by repeat callers? 
• To what extent is the Lifeline service used as a suicide and emergency line? 
• Do high call days nationally show a relationship to external events? 
• Are there significant differences in use of the Lifeline service by those in 
metropolitan and non-metropolitan regions? 
The thesis will also test a number of specific hypotheses. These hypotheses are as follow: 
• A statistically significant positive association will be found between each 
application of the call rate indicator.   
• The call rate indicator will be negatively correlated with the ARIA.  
• The call rate indicator will be negatively correlated with SEIFA. 
•  The call rate indicator will be positively correlated with suicide rates.  
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• The call rate indicator will be associated with a social cohesion measure.  
• Calls to the service will be largely for personal support and not for support of 
third parties. 
• Callers without a spouse or partner will dominate calls to Lifeline. 
• Issues associated with relationships will dominate calls to the service. 
 
1.4 Scope 
 
This Australian Research Council Linkages project, with industry partners Lifeline 
Australia and UnitingCare – Lifeline Ballarat, examines the potential for telephone 
counselling call data to be used as a valid and reliable social indicator. To achieve the aim 
of this doctoral thesis it was necessary to critically examine call data sources from 
generalist telephone counselling services. However, telephone counselling services’ call 
data are confidential and not freely available to the public. Indeed, there is a relative lack 
of information in the literature generally about this type of service. Part of the agreement 
with industry partners involved negotiating access to non-identifiable call data. Therefore, 
this project generally focuses on the Lifeline Australia service and its data. However, 
while this is a pragmatic decision there are good reasons to use this service. 
 
 Lifeline Australia is cited in the literature as being an important provider of a telephone 
counselling and referral service within Australia and elsewhere (Bates, 1978; Coman, 
Burrows & Evans, 2001; Lester, 2002; Rosenfield, 1997). It is recognised that all possible 
uses of telephone counselling data could not hope to be examined. Further, it was not 
clear from the literature what part of the population uses these services and, thus, who in 
the population the call data and indicators produced from it would apply. Therefore, a 
more general approach was adopted. To help achieve the stated aim, this doctoral thesis 
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endeavours to firstly explain why calls occur and who in the population may use the 
service. Although the project focuses on the generalist telephone counselling and referral 
service overseen by the Lifeline Australia Inc. organisation, the findings and 
recommendations from this work would seem to be applicable to any similar type of 
service providing generalist telephone counselling. This is because these generalist 
services serve similar populations regardless of their geographic locations, therefore they 
also are assumed to meet the same basic caller needs, and all would face similar 
constraints in collecting call data. For these reasons it would seem justified to use this 
telephone counselling and referral service an exemplar of a generalist telephone 
counselling and referral service.         
 
1.5 Overview of Study 
 
Human physical health and psychological wellbeing, and their evaluation in the 
population, is a central focus of this doctoral thesis. Chapter 2 defines health and presents 
evidence that health status is not evenly distributed in the population. The chapter focuses 
on the differential health status between metropolitan and non-metropolitan populations. 
This is done to provide an example of how social indicators of health can be used. 
Further, the thesis focuses its research on non-metropolitan populations, as there has been 
some work already undertaken in relation to metropolitan call information, and the 
background information provided in this chapter becomes relevant in later chapters. A 
number of factors that have been linked to health outcomes are also detailed, such as 
place of residence and the metropolitan and non-metropolitan context. The importance of 
social indicators of health is detailed and a potential source of these indicators is offered 
in the form of generalist telephone counselling and referral.     
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Chapter 3 describes the generalist telephone counselling and referral service overseen by 
Lifeline Australia Incorporated. A number of reasons are provided as to why this service 
might be used as a representative generalist telephone counselling services. Also, the 
rationale for its use as the basis for an investigation of the development of social 
indicators is presented. 
  
Chapter 4 shows that there is no general model of generalist telephone counselling and 
referral use. As small-area call rates are identified as a potential indicator, it was 
important to have a theoretical model that could establish what overall construct the call 
rates would identify and who in the population may use the service. Chapter 4 constructs 
a model of generalist telephone counselling use, which suggests callers to these services 
are generally seeking social support to reduce their distress. The theory and model of use 
developed in this chapter is then used to generate a number of hypotheses and research 
questions to be answered by the thesis. This chapter proposes that Lifeline Ballarat call 
data, CSMIS and Telstra data sets, be used to create a small area call rate indicator. The 
Lifeline Australia CSMIS call data is proposed to be analysed at larger geographic area, 
such as call centre and state levels. These two investigations will gather evidence to 
answer the research questions and support or refute the hypotheses posed in this chapter.         
 
Chapter 5 provides a detailed account of the methods and procedures used to test the 
hypotheses and examine the research questions produced in Chapter 4. Chapter 6 reports 
on the results of the data analysis and provides a comprehensive account of Lifeline’s 
calls. This account of Lifeline’s calls and the small-area studies are then used in Chapters 
7 and 8 to scrutinize the hypotheses and research questions. Chapter 8 also provides a 
summary of some of the results by creating a general profile of a typical caller. Chapter 9 
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looks at the limitations and implications of the findings, with particular regard to their 
relevance to hypotheses and research questions, the model of generalist telephone 
counselling and referral use, and the Lifeline service in general. The chapter concludes 
with the implications of the findings for the aim of the project and the future use of 
generalist telephone counselling and referral service data for social indicator production. 
Recommendations are proposed to improve this source of data and enable it to be used as 
the basis for development of social indicators. Chapter 10 summarises the previous 
chapter and draws conclusions with regard the project aim.                    
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2 
 
 
Health & Wellbeing in a Social Context 
 
 
2.0 Introduction  
 
Human health and its evaluation are a central focus of this doctoral thesis. This chapter 
defines health and presents evidence that a multidimensional approach is important for 
understanding health status and health behaviours. Contextual elements such as socio-
economic status and levels of social support available are shown to be associated with 
health outcomes. The chapter details the important role social indicators play in the health 
field. This is done by examining metropolitan and non-metropolitan health status, and the 
differences that have been found between these populations. The information on 
differential metropolitan and non-metropolitan health status and health related behaviours 
become important in later chapters. This thesis focuses on non-metropolitan Australia, 
where research in this area has been lacking. 
 
The literature presented in the chapter argues for an ongoing need to develop health 
indicators, particularly for regional areas. A potential source of health related indicators, 
Lifeline Australia Inc., is proposed later in the chapter. Lifeline operates nationally and its 
service is available to all Australians. Therefore, gaining some understanding of health 
status and health behaviours in metropolitan and non-metropolitan Australia was 
important background information for the thesis, which also provided an illustration of 
how place of residence can effect health status. Further, considering metropolitan and 
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non-metropolitan health presented a practical example of how essential social indicators 
are and also their potential shortfalls.         
 
2.1 Health and Wellbeing 
 
In 1942 the World Health Organization (WHO) defined health as a state of complete 
physical, mental, and social wellbeing and not merely the absence of infirmity or disease 
(WHO, 2003). The WHO has not amended this broad definition since its inception and it 
reflects the perspective that most illnesses, mental and physical, are influenced by a 
combination of biological, psychological, and social factors. This is also the perspective 
adopted for this study, which generally follows the long tradition of studying social 
differentials or inequalities and their effects by comparing geographic areas (Vinson, 
2004). 
 
Mental, physical, and social health can be seen as important elements of life that are 
closely and deeply interdependent (WHO, 2001). The WHO definition of health is clearly 
multidimensional (McDowell & Newell, 1996), embracing the concepts of social and 
mental or psychological wellbeing, and also illustrate the indivisibility and 
interdependence of these elements to health (Tarantola, 2000). As the understanding of 
the relationship between these elements grows, it becomes more apparent that mental 
health is crucial to the overall wellbeing of individuals, societies, and countries (WHO). 
The profound relationship between mental, physical and social health, implied by the 
WHO definition, has been supported by biological and behavioural research that has 
broadened the understanding of mental functioning (WHO). In epidemiology, the 
definition of health that is used sets bounds to the concept (Susser, 1981). For example, if 
health were to be defined as the absence of disease then diagnosis of illness becomes very 
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important to defining health status. A diagnostic framework is unsuitable for the present 
project, which examines a service that provides social support outside a medical 
framework to its anonymous callers. 
 
The WHO definition of health is highly compatible with the psychosocial perspective of 
health, which will be drawn on throughout this work. Both perspectives see a person’s 
health status as being the product of interactions between biological, social, and 
psychological elements. The broad WHO definition of health clearly includes the notion 
of social wellbeing (Tarantola, 2000). Thus, social support and other social factors related 
to social wellbeing are also associated with health and may become part of its 
measurement. The way health is defined is a necessary antecedent to the way health is 
measured (Streiner & Norman, 1991; Susser, 1981). The measurement of health is a 
primary goal of this thesis. Therefore, the multidimensional and interactive WHO 
definition of health will be adopted by this project. The psychosocial perspective and the 
WHO definition of health are supported by the literature reviewed in the follow sections.  
 
The way health is defined by the public is also important. The individual’s definition of 
health and wellbeing may well affect their utilisation of health care services. It has been 
suggested that people in rural areas are inclined to describe health as a negative, as in the 
absence of disease (Humphreys & Rolley, 1991). From this perspective, the main concern 
may become the cure of illness as opposed to the maintenance of good health (Dixon & 
Welch, 2000). An illustration of this may be that rural males tend to generally neglect 
preventative health care, preferring to consult doctors for acute medical care (Humphreys, 
Mathews-Cowey & Weinand, 1997).  
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As the WHO definition of health positions it as a multidimensional concept, there can be 
no single variable that describes health. Like other concepts, such as social capital, 
attitudes, or motivation, health cannot be measured directly, as for example with 
temperature or volume (Streiner & Norman, 1991). Health measurement relies on 
assembling a number of variables as indicators of health, each of which represents a part 
of the overall concept (McDowell & Newell, 1996). Due to the absence of appropriate 
direct measures of health, it has been necessary to resort to the use of surrogates such as 
mortality and morbidity measures to assess population health in Australia and elsewhere 
(Australian Institute of Health and Welfare [AIHW], 2002; Humphreys & Rolley, 1991; 
McDowell & Newell, 1996; Palmer & Short, 2000; Tarantola, 2000). Using mortality and 
morbidity measures, geographical variations in the health status of populations have been 
found.  
 
2.1.1 Defining rural and remote. 
 
Areas outside major metropolitan centres are characterised by considerable geographical 
and social diversity (Fraser et al., 2002; Hugo, 2001; Welch. 2000). No natural 
classification of what constitutes the terms ‘rural’ or ‘remote’ exists, and precise 
definition of what is meant by the constructs has proven elusive. The way populations and 
communities are delimited will have influence and sometimes may even determine the 
particular assessment outcome (Humphreys, 1998). Therefore, the definition used to 
delimit areas may be highly relevant to any outcome or finding that may be produced. 
 
It has been suggested that classification systems provide little more than a non-specific 
and unreliable indication of environmental quality that is difficult to interpret and can 
result in misleading conclusions (McDade & Adair, 2001). Thus, there are researchers 
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who urge that investigators no longer use any multiple definitions of rurality. This is 
claimed to be due, in part, to a lack of compelling evidence about the underlying causes 
of the differences observed in studies (Rost, Fortney, Fischer & Smith, 2002). This claim 
is echoed by others who question the value of using areas as large and diverse as ‘rural’ 
and ‘urban’ as units of analysis (Fraser et al., 2002; McDade & Adiar, 2001). These 
researchers suggest that research must move beyond dichotomous rural/urban 
classifications in exploring population health and wellbeing. Australia has a number of 
geographic classification systems for delimiting the country (AIHW, 2002), which move 
beyond dichotomous classifications and can be used at the small area level.  
 
Rural, Remote and Metropolitan Areas (RRMA) (Department of Primary Industry and  
Energy [DPIE] & Department of Human Services and Health [DHSH], 1994) 
classification has been one of the most widely used systems within Australia. Its 
classifications are based on the size of the local population centre as well as a measure of 
remoteness. The Accessibility/Remoteness Index of Australia (ARIA) (Department of 
Health and Aged Care [DHAC], 1999; DHAC, 2001) is an additional system from which 
other systems have been developed (for example, the Australian Standard Geographic 
Classification, ASGC) (AIHW, 2002). Both ARIA and RRMA classification systems are 
based on the same fundamental assumption, that the range of services available in a 
location depends on its population and distance from major service centres. In this way 
the systems use the population of a location and its distance to larger centres, where 
services are assumed to be greater, as a proxy indicator for services availability in that 
particular location (DHAC, 1999). The various categories of ARIA and RRMA are 
suggested to not only indicate a degree of rurality, and therefore services, but also the 
opportunities for social interaction (DHAC, 1999). Thus, the RRMA and ARIA systems 
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provide a model for predicting incremental health disadvantage with rurality and 
remoteness as possible determinants (Titulaer, Trickett & Bhatia, 1997).  
 
ARIA calculates remoteness as accessibility to 201 service centres and provides values 
for 11,340 locations across Australia. ARIA values are grouped into five categories using 
‘natural breaks’ in a 0-12 continuous variable. The five categories of ARIA are: Highly 
Accessible (value 0-1.84); Accessible (>1.84-3.51); Moderately Accessible (>3.51-5.80); 
Remote (>5.80-9.08); and Very Remote (>9.08-12) suggesting very little accessibility of 
goods, services, and opportunities for social interaction (DHAC, 2001). It is recognised 
that using the ARAI or RRMA for a proxy of service availability and social interaction 
has some limitations. For example, ARIA can give highly dissimilar areas the same 
remoteness score (AIHW, 2004). However, the ARIA offers an alternative and more 
refined measure than a purely categorical approach to defining rurality and it will be used 
in this project to delimit small areas that are examined. For the purpose of this project, 
‘non-metropolitan’ will be a general term used for all areas outside major metropolitan-
centres, while ‘rural’, ‘remote’ and ‘metropolitan’ areas will refer to a more formal 
geographic classification, for example the RRMA or ARIA categories, which may be 
used in this project or have been used by other studies reported. While it may be argued 
that metropolitan and non-metropolitan or metropolitan and rural categories are not ideal 
units of analysis, there have been clear health and health related differentials reported 
between them. 
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2.1.2 Differentials in non-metropolitan and metropolitan health. 
Health services access, health risk factors, and health status have all shown differences 
between groups and geographical areas of Australia (AIHW, 2002), and elsewhere in the 
world (Curtis & Jones, 1998; Paykel, Abbott, Jenkins, Brugha & Meltzer, 2003; Sturm, 
Gresenz & Mackenbach, 2002). Many differentials in health status, health related 
behaviour, and service access between metropolitan, rural, and remote locations have 
been reported in Australia. However, the reasons for these differentials are not always 
clear.  
 
People living in metropolitan areas of Australia have the highest life expectancy, those 
living in rural areas follow, and remote areas report lowest life expectancy (AIHW, 
2002). The Victorian Burden of Disease Study (Victorian Government Department of 
Human Services [VGDHS], 1999a) reported life expectancy at birth in rural and remote 
Victoria was one year shorter than for metropolitan residents. Gains in life expectance for 
rural, remote, and metropolitan areas were occurring over time at a comparable pace, 
which was maintaining this differential (VGDHS). 
 
Rates of asthma and diabetes have been reported to be greater in rural Australia (AIHW, 
1998). Death rates due to asthma from 1991-1995 were found to increase with rurality. 
Relative to metropolitan areas rural rates were 25 percent greater and remote rates were 
50 percent greater. Diabetes and homicide death rates were much higher in remote areas 
than in metropolitan or rural areas (Titulaer et al., 1997). There has been a trend for 
higher rates of suicide amongst males in rural and remote areas when compared to 
metropolitan figures, but suicide rates for males in metropolitan areas have been 
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increasing. However, the most significant increases have been in populations of less than 
4,000 (Hoogland & Pieterse, 2000).   
 
Residents in rural and remote areas were more likely to be regular smokers (26%), 
compared to people from metropolitan areas (21%) (AIHW, 2001). Compared with their 
metropolitan counterparts, rural/remote area males and females aged 20-29 were twice as 
likely to consume alcohol in hazardous or harmful quantities (AIHW, 2002). Women in 
remote areas report drinking five or more drinks in a single session more frequently than 
metropolitan and rural women (Brown, Young & Byles, 1999). Both smoking and 
excessive alcohol consumption are recognised as health related behaviours that are risk 
factors for mortality and disease (VGDHS, 1999a; VGDHS, 1999b), such as coronary 
heart disease (CHD) (for example, see Hemingway & Marmot, 1999). CHD has been 
found to increase with remoteness as measured by the RRMA, and is one of the largest 
contributors to mortality in Australia (Titulaer et al., 1997). A higher mortality burden 
from cardiovascular diseases in rural areas of the state of Victoria has been reported, 
which is thought to be attributable to life style factors such as diet and smoking. Being 
overweight was reportedly more common for women aged 45-50 living in rural and 
remote Australia. Obese individuals have a higher risk of illness, including coronary heart 
disease, stroke, adult-on-set diabetes, colon cancer, gallbladder disease and osteoarthritis 
(VGDHS, 1999b). Ischaemic heart disease, road traffic accidents, and drowning are the 
main causes of death in Victoria considered to be directly associated with rurality 
(VGDHS, 1999a). 
  
While it is clear living in non-metropolitan Australia can be associated with poor health 
outcomes, living in rural areas may also be protective. Rural and remote women, in the 
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45-50-age bracket, report significantly lower stress levels than cohorts in urban area 
(Brown et al., 1999). This finding did not support the researchers’ hypothesis that the 
rural and remote respondents would report higher levels of stress, expected due to the 
poor economic times and the harsher environment in rural Australia. In a similar finding, 
McLaren, Jude, Hopes, and Sherritt (2001) report that stress and depression scores were 
inversely related to rurality, so that greater rurality was associated with lower scores on 
these variables. The authors had predicted higher levels of stress to be associated with 
growing rurality in accordance with past reports (Hays & Zouari, 1995; Johnston, 1998; 
Marsella, 1998, cited in McLaren et al., 2001). Even though both males and females in 
non-metropolitan areas seem to generally experience illness at greater rates than their 
urban counterparts, both males and females living in non-metropolitan Australia were 
significantly less likely to say they are unhappy (Wainer & Chesters, 2000). With a 
recognition that there are fewer services in non-metropolitan Australia, which will be 
shown in this section, and poorer health, the findings of less stress and greater happiness 
seems a paradox. However, despite these deprivations it may well be that other factors are 
contributing to greater levels of ‘subjective wellbeing’ (Diener & Rahtz, 2000) reported 
in non-metropolitan Australia. This doctoral thesis will endeavour to contribute to this 
discussion.    
 
Australia’s non-metropolitan population is, on average, poorer and also less well educated 
than urban residents (Australian Bureau of Statistics [ABS], 2003b; Wainer & Chesters, 
2000). Regardless of geography, both education and socio-economic factors will be 
shown in this chapter to be associated with health outcomes. Help-seeking behaviour in 
non-metropolitan areas may also be different. Non-metropolitan and metropolitan 
individuals with equally severe disorders can perceive a similar need for services, yet 
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rural residents may reach a higher need-for-care threshold before seeking care (Rost et al., 
2002).  
 
Many of the health related differentials reported can be explained by the socio-economic 
status of the non-metropolitan areas in question. However, place of residence is also 
linked independently with health differentials. It has been suggested that a higher injury 
mortality rate in rural Victoria, particularly the more remote areas is largely due to its 
rurality. Death rates from injury have been shown to have a marked pattern of increase 
with remoteness as measured by RRMA (Titulaer et al., 1997). Road traffic accidents, 
machinery accidents, other traffic accidents, unintentional injuries, and suicide in young 
males are all significantly increased causes of mortality in rural areas, having been shown 
to act independently of socio-economic status (VGDHS, 1999a). Confounding effects 
between socio-economic status and rurality make identification of sources of health 
differentials difficult. Reduced access to treatment and services in rural Australia, and 
interactions between socio-economic status and access to treatment, may be further 
possible sources involved with the aetiology of differential health status between rural 
and metropolitan populations (VGDHS).         
 
There are clearly recognised differentials in health care access and availability between 
metropolitan and non-metropolitan populations (Young, Dobson & Byles, 2001). Women 
living in rural areas are more likely to report having fair or poor access to after-hours care 
than women in metropolitan areas. Rural women also reported greater difficulty seeing 
the GP of their choice, and were more restricted in those choices compared to their 
metropolitan counterparts. They were also more likely to rate their GP’s visiting hours as 
fair or poor. Women living in urban areas were more likely to use public transport or walk 
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to the GP than women in rural areas. Women in rural areas report long waiting periods for 
a medical appointment. Rural women were also more likely to respond that they were too 
busy to attend consultations (Young et al., 2001). 
 
Health services access for people living in regional Australia is also influenced by the 
lower number of GPs, lower rates of bulk billing (Australian Medical Workforce 
Advisory Committee [AMWAC], 2000), and lower levels of access to specialists and 
major hospitals as a consequence of longer travel distances (AIHW, 1998). The lower 
levels of service in rural and remote Australia are mirrored by the lower proportion of 
middle age rural and remote women reporting more than six visits to a general 
practitioner, and more than four visits to a medical specialist in the previous year relative 
to metropolitan areas. Further, lower numbers of rural women than metropolitan women 
of the same age group reported more than four visits to the dentist, physiotherapy and 
other allied health professionals. Middle-aged women in large, small, and ‘other’ rural 
groupings were reported to use more complementary or alternative services such as 
chiropractors and herbalists, than women from either metropolitan or remote areas 
(Brown et al., 1999). Perhaps this is an indication that the residents of these areas have 
moved to the alternative services due to dissatisfaction with access to conventional 
primary care. Meadows, Singh, Burgess, and Bobevski (2002) report inequities in 
utilization of psychiatric services. They found that people from disadvantaged areas and 
remote Australia had the lowest levels of psychiatric service use. Such under-utilization 
may suggest that further factors such as stigmatisation and social norms play some role in 
differential rural health outcomes. Even GP consultations are reported to be significantly 
lower in rural Australia. GPs have been found to be accessed in remote areas at around 
half the rate of GPs in metropolitan areas (Titulaer et al., 1997). In part this may be 
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attributable to some of the accessibility problems associated with many non-metropolitan 
areas (Humphreys et al., 1997), which have been noted in this section.     
 
The reasons for geographical differentials in health status are not always clear (AIHW, 
2002). Throughout history people have believed that social conditions affect health 
(Amick, Levine, Tarlov & Chapman-Walsh, 1995). A growing body of research supports 
this perception and the role of psychosocial factors in the aetiology of illness (Barnfarther 
& Ronis, 2000; Bond & Bond, 1994; Bunker et al., 2003; Elstad, 1998; Hemingway & 
Marmot, 1999). The findings from an analysis of indicators characterising social 
conditions have often become the focal points for movements toward social reform. 
Indicators of health are said to have always formed a central component in this type of 
‘public accounting’ (McDowell & Newell, 1996). Such public accounting can have a 
variety of uses, some of which will be examined in the next section and then again later, 
in greater detail, in the section on social indicators. 
 
2.1.3 Differentials and a focus on rural health. 
The previous sub-section detailed differentials in non-metropolitan and metropolitan 
health status and access within Australia. This sub-section explores how the exposure of 
such health differentials can focus the public and governments to act to bring about 
change. The sub-section aims to show the value of social indicators to not only expose 
health differentials, but also provoke research and intervention.    
 
In light of the differentials in health status, health risks, and accessibility to health 
services presented in this section, it seems little wonder that rural health in Australian has 
become a national priority in recent years. This has been claimed to be due to 
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governments and public having come to recognise that many communities located outside 
capital cities and major metropolitan areas tend to suffer poorer health status and much 
poorer access to health services than those living in major centres (AIHW, 1998; Mathers, 
Voss & Stevenson, 1999; Wilkinson & Blue, 2002). The Governments’ responses, both 
State and Federal, to the clear differentials shown in health outcomes between rural and 
metropolitan Australians, have included major changes to undergraduate and postgraduate 
training, major new funding initiatives for regional health services, and a rural academic 
network that is unique in the world (Wilkinson & Blue). The Commonwealth’s Regional 
Health Service Program was substantially expanded. This program’s aim was to work 
with rural communities to identify local priorities in health and to provide flexible 
funding to meet these needs (VGDHS, 2002a). 
  
Social indicators can be used to engage community members in dialogue and aid effective 
targeting of policy and budgeting (Gahin & Paterson, 2001). However, many of the 
indicators only express average differences, and hide extremes in particular regions or 
specific groups (Cheers, 1998). For example, rural average income has been reported to 
be lower than urban income. Closer examination shows that income differentials appear 
to be concentrated around dry land broad–acre farming areas, coastal areas with in-
migration of retirees and remote areas with high indigenous populations (Hugo, 2001). In 
this way, comparisons averages between metropolitan and non-metropolitan areas can 
hide the diversity that exists in both places (Fraser et al., 2002; Wainer & Chesters, 2000). 
To be able to better understand why differences in health outcomes between locations 
occur, more specific indicators and methods need to be employed (Rost et al., 2002). A 
major outcome of this project will be the examination of a source of social information 
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that may be used for the production of new specific indicators for small geographic areas 
across Australia.  
 
Judd, Murray et al. (2002) have argued that investigation of potential interactions between 
biological, psychological, and location-specific factors is necessary to inform effective 
public health interventions and the identification of factors that contribute to the onset of 
illness. They suggest that both population and individual perspective must inform 
research in rural communities. This was due to recognition that “an individual’s risk of 
illness cannot be considered in isolation from the population to which they belong, and 
the environmental context in which they live their daily lives” (Judd, Murray et al., 2002, 
p. 298). There is a growing body of literature pointing to the role of place and other 
contextual factors that support this claim and research directive. 
 
2.2 Place and Health  
This section continues to explore how contextual factors such as place and the socio-
economic climate of an area may influence health outcomes. It will show how place of 
residence and socio-economic factors may combine to influence health and wellbeing 
outcomes for its residents. The psychosocial perspective of health is also introduced in 
this section. This approach places greater emphasis on precipitating rather than 
predisposing factors, which is congruent with a contextual approach to understanding 
health differential. However, it has been argued by Macintyre and Ellaway (2003) that 
any distinction between composition and context is blurred, as people create places and 
places create people.    
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There is substantial evidence that community characteristics and community processes, 
contextual or social variables, may affect both health behaviours and health status (Patrick 
& Wichizer, 1995). Thus, health outcomes may depend on ecology, “or the surrounding 
environment in which the individual lives and works” (Mohan, Twigg, Barnard & Jones, 
2005, p. 1267). For instance, sociologist Emile Durkheim viewed suicide as an example 
of how society interacts with the individual, and “how individual actions reflect 
something of the nature and structure of their societies” (Pritchard, 1995, p. 25). For 
theorists such as Durkheim (1970/1897), events like suicide were social phenomena. The 
claim that individual action can reflect something of the nature and structure of the wider 
community is a central argument in this thesis. Further evidence for this claim is 
presented in this section and reinforced throughout the thesis. 
 
Place of residence is a contextual element that can influence health outcomes in a variety 
of ways. An overt example of this would be an outbreak of infectious diseases or civil 
unrest in a geographic location. However, as suggested in the previous section, place may 
have a more covert affect on health such as placing limitations on the goods and services 
that are available. Compositional effects on health arise from the different types of people 
whose personal or biological characteristics influence their health. Compositional effects 
imply similar types of people would all have similar health experiences regardless of 
place of residence (Curtis & Jones, 1998). Methodological problems restrict a 
compositional approach to this project. For example, the clients of Lifeline are generally 
anonymous, and no framework for clinical diagnosis is employed by the service to 
categorise the clients. Therefore, this thesis focuses on contextual rather than the 
compositional effects on health. This is done with the recognition that contextual effects 
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may provide a possible explanation for differentials in health that cannot be explained by 
compositional effects alone.  
    
Curtis and Jones (1998) refer to several theoretical perspectives on health differentials 
and suggest that health variation is caused both by characteristics of the individual and 
also the setting in which they are situated. They also present empirical evidence to 
suggest that contextual effects operating at the level of place seem to have some power to 
explain health inequalities. This is particularly the case with mental health, which is 
recognised as being primarily related to social disadvantage (VGDHS, 2002a). It has been 
suggested that determinants of non-psychotic mental health problems form three main 
categories: lack of social connectedness, a lack of freedom from discrimination and 
violence, and a lack of economic participation. This model gives particular consideration 
to the social determinants of non-psychotic mental health problems (Victorian Health 
Promotion Foundation, 2003). Thus, place and other contextual or social factors may be 
seen as having an effect on mental health status, particularly of those with non-psychotic 
mental health disorders such as depression and anxiety. It seems the quality of a 
neighbourhood really has an impact on the mental health of its residents (Dalgard, Bjork 
& Tambs, 1995).  
 
Early studies of the impact of environmental inequalities on mental health suggested a 
link between social conditions and disadvantage (e.g. unemployment, poverty, and 
racism) and psychiatric morbidity (Rogers et al., 2001). In Australia, place has been 
reported to be a unique predictor of stress and depression, and it appears that greater 
rurality is associated with decreased stress and depression (McLaren et al., 2001). The 
importance of macro-structural, contextual causes in determining mental health has been 
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supported by studies into the prevalence of mental health disorders among women and the 
impact of unemployment and standard of living (Rogers et al., 2001). Growing interest in 
the inequalities in health in the United Kingdom (UK) and elsewhere has seen attention 
focused on socio-economic differentials, among others, and their relationship with health. 
 
2.2.1 Socio-economic status and health. 
 
The National Health Strategy (1992) research report on inequalities in health confirmed 
that good health is strongly influenced by socio-economic status; in particular what one 
earns and where one lives. Australia’s Socio-Economic Indexes for Areas (SEIFA) (ABS, 
1998, 2003b) are a set of summary indicators for geographic socio-economic wellbeing. 
A general trend shown for these indexes is for socio-economic disadvantage to increase as 
population density decreases (Baum, 1999). The results of a study by Kahn, Wise, 
Kennedy, and Kawachi (2000), using 1990 Census data and individual level data, showed 
that marked income inequalities confer an increased risk of poor mental and physical 
health, particularly among the poorest women with young children. They report that both 
income inequality and household income are important for health in this population.      
 
Socio-economic position does not explain health status itself, but rather it represents a 
complex construct of living experience, living and working conditions, attitudes and 
social orientations, income, wealth, and assets of the individual (Carstairs, 2000). Socio-
economically deprived places are said to provide socially adverse environments that have 
the potential to affect the health of even those with greater socio-economic assets living 
there. Fewer opportunities, poor services, high crime, low morale, and stigma may all 
compound the experience of the individuals in poorer areas (Sloggett & Joshi, 1998). 
There is evidence to suggest that areal socio-economic deprivation can impact at the 
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individual level “through cognitive mechanisms that are associated with appraisal of the 
wider social environment” (Drukker & van Os, 2003, p. 698). However, it has been found 
that socio-economic assets and impoverished environments are not sufficient to explain 
all health differentials (Carstairs, 2000).  
 
Further evidence of geographic differentials in health within Australia and their 
association with contextual variables has been reported for the magnitude of mental 
health problems between regions in Australia. Regional analysis from the Australian 
Survey of Mental Health and Well Being (NSMHWB) (VGDHS, 2002a), conducted in 
1997, found little variation in the relative prevalence of psychological disorders between 
regions. However, the overall magnitude of these mental health problems was found to 
differ significantly regionally. Victorian health regions such as Western, Northern, and 
Barwon South-Western were shown to have the greatest burden from non-psychotic 
mental health problems, alienation, and low social status. As might be predicted, these 
same regions have been shown to also have some of the greatest social disadvantage in 
that state (VGDHS, 2002a). The Western Region of Victoria will be a prominent area of 
interest in later chapters.  
 
This previous example again lends support for the link between health and contextual 
variables, such as socio-economic status of an area. The NSMHWB indicates that, in 
Victoria, mental health disorders were the third largest group of conditions contributing to 
the burden of disease. In accordance with the psychosocial perspective of health, it has 
been suggested that socio-economic status may account for 50 percent of the burden of 
mental disorder (VGDHS, 2002a). A further link between economic conditions and 
suicide has been suggested. Multivariate analysis has indicated that national economic 
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development may be associated with higher suicide rates (Lester, 2000). This seems to be 
another example of contextual conditions contributing to population health status.  
 
The evidence about health differentials between metropolitan and non-metropolitan 
Australians is reinforced by a growing body of literature suggesting that contextual (or 
social) variables, such as place of residence and socio-economic status, can play a role in 
health and wellbeing outcomes (Curtis & Jones, 1998; Victorian Department of Human 
Services Victoria, 2002b; Judd, Jackson et al., 2002;  Meadows, Burgess & Bobevski, 
2002; Rogers et al., 2001; Wainer & Chesters, 2000; Young & Byles, 2001). The 
psychosocial perspective of health is an approach that places greater emphasis on 
precipitating rather than predisposing factors, and this perspective may therefore help 
account for the role of place and other contextual variables in health inequalities found 
between locations.    
 
2.2.2 A psychosocial perspective of health differentials. 
 
This sub-section explores a psychosocial perspective of health differentials. Further 
literature is presented to support the effect of contextual factors on health outcomes. The 
metropolitan and rural context has been identified as contributing to health differentials 
both in Australian and in overseas studies. The psychosocial approach will be shown to 
offer a clear framework for understanding how contextual factors may operate on health.      
From a psychosocial perspective of health, place and economic disadvantage are viewed 
as important factors linked to health and wellbeing outcomes (Elstad, 1998). Judd, 
Murray et al. (2002) have presented a model for mental health research in Australia that 
uses place, biological, and psychological categories as its major concepts for research on 
mental health and wellbeing in rural Australia. Psychosocial factors and material 
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conditions have been cited as having the potential to explain social differentials in health 
(Marmot et al., 1995). There is a growing recognition for the need to view psychosocial 
influences as embedded in, rather than separated out from, material influences (Rogers et 
al., 2001). Elstad (1998) supports this approach and advocates its use when studying 
health differentials.  
 
A scepticism surrounding the explanatory power of material conditions for health 
differentials has driven the search for new perspectives. Elstad (1998) suggests the study 
of health inequalities can be developed further by consideration of both material and 
psychosocial environments and their mutual interaction. The psychosocial and material 
deprivation perspectives of health inequalities are connected, in that both see the extent of 
material inequities as a determinant of population health (Elstad, 1998). Material 
deprivation denies individuals opportunities through a lack of goods and services, 
resources and amenities, and a physical environment that is customary in society 
(Carstairs, 2000). The psychosocial perspective of health differentials points to the 
potentially health damaging effects of psychological stress that may be moderated or 
‘buffered’ by material and other psychosocial resources (Barnfarther & Ronis, 2000; 
Elstad, 1998).       
 
Empirical evidence, derived from different research strategies, suggest that contextual 
effects operating at the level of place seems to have some power to explain health 
differentials independently of the strong effects of individual characteristics (Curtis & 
Jones, 1998; Fraser et al., 2002). For example, Bernstein and Carmel (1996) found that 
psychosocial variables were able to explain 13 percent of emotional wellbeing and over 
two percent of general health outcomes. These results were both statistically significant 
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while controlling for medical and socio-demographic risk factors. It has been suggested 
that inconsistency with findings about the role of psychosocial variables are likely the 
results of differences in theoretical or methodological approach, but it also seems likely 
that contextual effects operate differently for different indicators of health that are used in 
such research (Curtis & Jones, 1998). The shortfalls of many indicators of health are 
addressed in a later section of this chapter. Such limitations are a driving force behind this 
thesis and its examination of a potential new source of health data and indicators. 
 
Three types of contextual variables appear to emerge from studies of geographical 
variations in mortality and morbidity in Britain. These are (Curtis & Jones, 1998): 
• The socio-economic environment;     
• Urbanization/rurality; and, 
• Living in the north/south in the United Kingdom space.  
Other specific contextual influences of place on health are thought to be the physical 
environment, availability of healthy/unhealthy environments, services provided, socio-
cultural factors of neighbourhood or locale, representation of neighbourhood, lay systems 
of beliefs and behaviours, and labour markets (Bartley, Blane & Smith, 1998). The 
Victorian Health Promotion Foundation recognises that non-psychotic mental health 
problems are primarily related to social disadvantage, alienation, and low social status 
(Victorian Department of Human Services, 2002a). The claims that contextual (Elstad, 
1998) or social (Dixon & Welch, 2000) variables contribute to differential health 
outcomes are supported by further literature on the subject. This literature will be 
presented throughout the following sections.  
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2.2.3 Psychosocial buffers.  
In this sub-section psychosocial buffers are offered as a mechanism for explaining 
differential health outcomes. It is shown that such buffers may reduce health damaging 
behaviour and also have a more direct affect on health outcomes.   
 
Elstad (1998) suggests that ‘buffers’ may reduce health damaging behaviour. Coping 
resources such as social support, social background, education, and financial resources 
are proposed as moderators on the harmful effects of stressors (Elstad, 1998; Rost et al., 
2002; Thoits, 1982). Supporting this perspective are studies showing a strong gradient in 
health outcomes by income or education for both prevalence of chronic medical 
conditions and specific mental health disorders (Sturm, Gresenz & Mackenbach, 2002). 
Indeed, an approach to measurement of the social gradient in mortality has been to use 
education as a predictor (Marmot, Bobak & Davey-Smith, 1995). In overseas studies, low 
education has been reported to be associated with depression in rural areas (Kim, Shin, 
Yoon & Stewart, 2002).  
 
Social support may buffer the effect of partner violence on victims’ mental health status, 
suicide attempts, and physical health (Coker et al., 2002). However, the buffering effect 
of social support on mental health may be gender specific. Turner and Marino (1994) 
reported that although they found a close relationship between low social support and 
greater psychological distress generally, this relationship was reversed for women. They 
report that those women with the greatest social support also had greatest psychological 
distress. However, the way that social support is defined or measured may have an effect 
on such findings. Social support and its definition will be looked at in more detail in the 
following sub-section. 
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One’s access to factors that may buffer stressors is said to be related both to the 
supportiveness of the social environment, and to the individual’s location in the social 
structure (Elstad, 1998). The findings of Vinson (2004) indicate far greater ‘social 
cohesion’ in non-metropolitan Victorian areas (high social cohesion = 59 percent) when 
compared to metropolitan areas (high social cohesion = 15 percent) may give a clue as to 
why greater subjective happiness is reported from non-metropolitan areas, even when 
they experience poorer general health and access to health services. Social cohesion 
measures indicate how closely people are connected and the degree of trust between 
people. Social cohesion is said to buffer or contain the deleterious influences of 
disadvantage (Vinson, 2004). Perceived social cohesion has also been reported as higher 
in non-metropolitan communities in overseas studies (Lev-Wiesel, 2003)       
 
Elstad’s (1998) psychosocial approach to health differentials is supported by the findings 
of Barnfather and Ronis (2000), who tested a modelling role-modelling theory (MRM) 
amongst undereducated adults (N = 186). Their findings suggest a direct causal 
relationship (r =. 55) between psychosocial development and health measures. Using both 
‘psychosocial’ and ‘basic needs satisfaction’ measures produced a stronger causal 
relationship with the health measures (r = .71). The two constructs, psychosocial 
development and basic needs satisfaction, were identified as the source of psychosocial 
resources from which individuals can draw to contend with stress. Psychosocial resources 
may be contextual or compositional (Barnfarther & Ronis).  
 
Barnfarther and Ronis (2000) suggest that buffers, such as social support and education, 
may well do more than just reduce health-damaging behaviour (for example, in not 
smoking). Risk factors such as smoking, physical inactivity, obesity, high blood pressure 
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and high cholesterol are responsible for a sizable proportion of the total burden of disease 
in Australia (Mathers et al., 1999). It has been suggested that the indirect pathway from 
psychological stress to poor health via health damaging behaviour has been well 
documented and generally accepted, as too a more direct path with mental illness. 
However, a direct path or link between distress and somatic disease has been more 
controversial (Elstad, 1998). Hans Selye first identified the direct path to somatic illness 
from his research and consequent theory of stress reactions, called the ‘general adaptation 
syndrome’ (Sarafino, 1994). The effects of social relationships on emotional wellbeing 
and subsequently the neuroendocrine and psycho-immunological pathways may be a 
mechanism for explaining social relationships affecting physical health status (Rosenfeld, 
1997). Psychosomatic medicine (Brannon & Feist, 2000) is an associated approach to 
health that concerns the emotional and psychological components of physical diseases 
and psychological and somatic elements that interact to produce disease. Figure 2.1 
presents a diagram of the two suggested routes to poor health outcomes. The ‘A’ arrow 
indicates the direct route to poor health outcomes such as disease and illness. The ‘B’ 
arrows show the indirect path via health damaging behaviours, which then impact on poor 
health. The MRM model (Barnfarther & Ronis) and a Model for Mental Health Research 
(Judd, Murray et al., 2002) propose pathways to health outcomes mediated by 
psychosocial resources. For a more detailed description of psychosocial models of the 
role of social support in the aetiology of physical disease see Salovey and Rothman 
(2003). The direct causal path with health proposed by Elstad (1998), based on the social 
stress approach of Hans Selye (Pollock, 1988), has gained recent support from an 
important report in Australia for the National Heart Foundation (Bunker et al., 2003).   
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Figure 2.1. Direct and indirect routes to somatic disease and illness. 
 
An Expert Working Group of the National Heart Foundation of Australia undertook a 
systematic review of the research evidence relating to major psychosocial risk factors and 
their association with the development and progression of coronary heart disease (CHD) 
(Bunker et al., 2003). CHD death rates were found to be higher in rural than metropolitan 
areas, and higher again in remote areas of Australia (Titulaer et al., 1997). The working 
group considered all the major suggested psychosocial risk factors (stressors) to identify 
evidence of independent associations. They applied the term stress “as those variables that 
are commonly regarded as components of stress” (p. 273). This was done because of the 
imprecise manner in which the concept is often defined. They further suggested that the 
definitions in the clinical, public health, and medicolegal environments should be 
replaced by more specific terms. However, defining stress is not a simple task (Levine, 
2005), and a definition for this thesis will be offered later. The Bunker et al. group 
concluded that: 
 
(i) there is strong and consistent evidence of an independent causal association between 
depression, social isolation and lack of quality social support and the causes and prognosis of 
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CHD…The increased risk contributed by these psychosocial factors is of a similar order to the 
more conventional CHD risk factors such as smoking, dyslipidaemia and hypertension (p. 
272). 
 
Thus, the study suggests that depression, social isolation, and lack of quality social 
support are psychosocial variables directly and independently associated with CHD. 
Hemingway and Marmot (1999) have also reported a direct association between CHD and 
social support and depression.  
 
Hemingway and Marmot (1999) reviewed epidemiological literature to identify the 
psychosocial factors believed to be associated with CHD. From this review Hemingway 
and Marmot reported support for an aetiological and prognostic role for social support in 
anxiety and depression. The Bunker et al. (2003) group found no strong or constant 
evidence for a causal association between psychosocial factors, such as other chronic life 
events, work-related stressors, Type A behaviour patterns, hostility, anxiety disorders or 
panic disorders, and CHD. Perceived stress has been shown to be an independent 
predictor of the diagnosis of symptomatic CHD (Strodl, Kenardy & Aroney, 2003). These 
studies on CHD highlight the need for attention to psychosocial factors such as social 
support and stress that may help to explain differential health outcomes.  
 
2.2.4 Conceptual framework: Social support and health. 
Social support has been linked repeatedly with health status in this chapter. There is a 
large body of research literature looking at the association between social support and 
health status. In this section the relationship between the two constructs will be further 
examined. A definition of social support is provided and the construct’s associations with 
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place, community, and other variables suggested to be associated with health are also 
considered. The relative state of social support in rural, metropolitan, and remote areas 
within Australia is empirically unclear. This is problematic because the support of others 
seems crucial to health and wellbeing outcomes and understanding its geographic 
distribution may help to explain differentials in health status. A new indicator of this 
proposed determinant of health, that has attributes that would allow a better understanding 
of its geographic distribution, would seem a useful tool. This idea will be picked up again 
in a later chapter. It must be acknowledged that social support is a contested concept. 
However, this sub-section provides the framework for this projects use of the term. This 
framework is congruent with the idea that social support helps the individual deal with 
stress.  
  
Cunningham and Barbee (2000) define a social support network as the people from whom 
an individual can reasonably expect to receive help in a time of need. This definition of a 
social support network will be used by this project, but a variety of possible definitions 
can be found (d’Abbs, 1982). For example, The Victorian Population Health Survey 2001 
(Victorian Government Department of Human Services, 2002b) defines social networks 
as contact with family, friends, neighbours, local organizations, clubs, and community 
projects. Thus, social support networks can be quantitatively described by the number of 
these contacts. Social networks are claimed to relate to health because they are potential 
sources of social support (psychological wellbeing), material resources and advantages 
(social capital), and social influence (health behaviours) (Victorian Government 
Department of Human Services, 2002b). “The advantages of social ties and networks 
have received increasing attention by health researchers in Australia, in particular those 
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interested in examining remedies for the reported health inequalities among groups” 
(Victorian Government Department of Human Services, 2002b, p. 38).  
 
Social networks may also be qualitatively described in terms of the nature of the social 
supports they provide (Marmot et al, 1995). Quantity has been suggested to be less 
important than the quality of the support (Rosenfeld, 1997). However, it is claimed that 
both quality and the quantity of social support are important to consider when relating the 
construct to health outcomes (Dolbier & Stienhardt, 2000). Social support refers to social 
interactions that are perceived by the recipient to facilitate coping and assist in responding 
to stress (Letvak, 2002). This definition will be adopted for this thesis. Using this 
definition, social support is thus seen as beneficial in easing one’s psychological distress 
and, therefore, is seen as being directly beneficial to one’s health. However, that is not to 
say all support or relationships are beneficial to one’s health (for example, see Hilmert, 
Clayton, Kulik & Christenfeld, 2002; Rosenfeld, 1997). A longitudinal study in Britain 
reported that negative aspects of a close relationship were associated with a greater risk of 
future psychiatric conditions in the following five years (Stansfeld, 1999). 
 
The term ‘social isolation’ is used in the context of the debate about social support and 
health status, and is defined as the absence of satisfying relationships and low level of 
involvement in community life (Rosenfeld, 1997). Social isolation seems to be similar to 
the concept of ‘social exclusion’ (Stone & Hughes, 2002), which focuses on the 
individual and their exclusion from associations with other social units (for example, 
other individuals and institutions). Social support has been said to contain emotional, 
practical, and informative dimensions (Landmark, Strandmark & Wahl, 2002) or more 
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simply, emotional and instrumental divisions (Stansfeld, 1999). The basic types of social 
support can be grouped by two broad sources of support: informal and formal.   
 
Formal support services in rural areas are generally fewer in number and more difficult to 
access than formal support services available in metropolitan areas. Hospitals, general 
practitioners, support groups, health centres may be some sources of formal support. 
Partners, adult children, neighbours, workmates, family, and friends may provide 
informal support. While most studies of social support suggest rural residents have less 
formal supports than metropolitan residents, their informal supports may be greater and 
more supportive (Cheers, 2000; Victorian Government Department of Human Services, 
2002b). Both formal and informal social support can offer sources of emotional, esteem, 
information, instrumental, and network support to the individual. The Hierarchical 
Compensatory Model of source utilization suggests that people seek social support in an 
ordered way beginning with the closest informal sources of support where available. Most 
people use both informal and formal supports, choosing their supports according to the 
specific need they have (Cheers). Cheers reports that people in remote Australia will 
travel surprising distances and expend considerable resources in accessing their preferred 
sources of social support. The telephone was identified as enabling rural people access to 
non-local support (Cheers). Cheers suggested that each resident lives among three 
interconnected sets of supportive ties. Local informational supports, a geographically 
extended informal support network, and a set formal societal structure comprising local 
and non-local support services can be three sources of support used by non-metropolitan 
populations (Cheers). 
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Emotional support concerns the expression of empathy, caring, and concern others give a 
person. It provides the person with a perception of comfort, reassurance, belonging, and 
being cared for in times of stress. Esteem support occurs when positive regard for a 
person is given, for example when encouragement or agreement with another’s ideals or 
emotions or positive comparison of the person with others is given. This type of support 
serves to build the individual’s perceptions of self-esteem and being valued. Information-
based support may occur when advice, direction, suggestion, or feedback to a person is 
given (Sarafino, 1994). It will be proposed in Chapter 3 that these three elements of social 
support (emotional, information, and esteem) are major components of the service 
response offered by a telephone counselling and referral service such as Lifeline. The 
other types of social support are tangible or instrumental support, which involves direct 
assistance to a person, while ‘network support’ provides a feeling of membership in a 
group of people who share interests and social activities. Both tangible and network 
support may be issues raised by telephone counselling and referral clients. All types of 
social support can be important to the person receiving it in a time of stress (Sarafino, 
1994). However, studies suggest that emotional support may be more critical than 
instrumental help in enhancing general wellbeing and in buffering the psychosomatic 
effects of chronic medical disabilities (Cheers, 2000).  
 
As previously mentioned, one of the three main social determinants of mental health is 
suggested to be social connectedness (Victorian Health Promotion Foundation, 2003) or 
belonging (Maslow, 1968), which would involve one’s social support (Vaux, 1988). It 
may be that people with mental health problems are not as well equipped as others to 
create and maintain social supports. Membership of churches, clubs, and other 
organizations has been shown to be modestly correlated with improved mental health 
 38
status (Rosenfeld, 1997). All of these resources may be sources of social support and 
affiliation. Dunn and Leaver (2004) report mental health was strongly influenced by the 
social support one receives. Those who view their social relationships as inadequate may 
be substantially more at risk of developing neurotic symptoms (Stansfeld, 1999). The 
desire for interpersonal attachments seems a fundamental human motivation (Baumeister 
& Leary, 1995). The social support supplied by these relationships can clearly be 
important to one’s health.    
  
Young and Byles (2001) report that as distance from urban areas increases, women are 
more likely to attend meetings more than once a week and a greater percentage had more 
than two people in their local area, other than family, on whom they could depend. This 
suggests that social connectedness and support may be viewed as more important and 
cultivated within rural areas, where other formal support can be in short supply, and that 
country women may have stronger social networks. Evidence is available that indicates 
that this perception is borne out by fact. The Victorian Population Health Survey 2001 
found rural residents had significantly higher social network scores than urban residents 
(Victorian Government Department of Human Services, 2002b). Onyx and Bullen (2000) 
suggest that social capital has been found to be higher in rural areas. Macinko and 
Starfield (2001) suggest social capital refers to the available resources that accrue to 
people by virtue of their mutual acquaintance. One must have connections with others 
(networks) in order to receive social support (Bowling, 1991), even if those connections 
are fleeting and informal such as a call to a helpline, as social support is drawn from 
interaction between people (Cohen, Gottlieb & Underwood, 2000). Thus, social support is 
such a resource that comes from social networks; therefore it must be a contributor to 
social capital.  
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There are recognised gender differences in the access to and use of social support 
(Rosenfeld, 1997). Dixon and Welch (2000) suggest that an explanation for a reversed 
rural-urban gradient in suicide for women, relative to males, may be due to stronger social 
support networks available to rural Australian women. Although rural communities may 
be perceived to be supportive communities in which to reside, the extent of social 
supports there, and their relationship to health outcomes are poorly understood (Baum, 
1999). An important distinction in measuring social support is the degree the measure is 
specifically or generally composed. A specific type of social support measure 
distinguishes different categories and sources of support (for example, formal or 
informal). A general social support indicator measures the degree of social integration or 
‘embeddedness’ in an undifferentiated global way, and therefore combines categories or 
sources of support in one score (Dolbier & Stienhardt, 2000; Weinman, Wright & 
Johnston, 1995). A national indicator of global or specific social support for small areas 
would have the potential to clarify geographic variation in social support throughout 
Australia. Such an indicator could also be instrumental in helping to explain some of the 
mortality and morbidity differentials found between places.  
 
Thoits (1982) raised the possibility of social support as an important aetiological factor of 
ill health in its own right, suggesting it had been overlooked. This seems to be borne out 
by more resent research. Geckova, Dijk, Stewart, Groothoff, and Post (2003) reported that 
adolescents with low social support reported poorer psychological health than adolescents 
reporting high social support. The Heart Foundation Review findings (Bunker et al., 
2003), presented earlier, indicated that social support could be important to health 
outcomes. Loneliness, which might be used as a proxy for an individual’s access to social 
support, has been found to be associated with an increased risk of mortality (Mohan et al., 
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2005). The role of social support in mortality outcomes is confirmed by longitudinal 
research. Berkman and Symes (1979) findings, for example, indicated that people who 
lack ties to the community had a greater risk of earlier mortality than those with social 
support. In a study of 122 pregnant adolescents in regional Australia, Smith and Grenyer 
(1999) have identified social support as being significantly associated with self-esteem. It 
has also been reported that social support appears to be a coping resource that can be 
mobilized by the individual to contend with stressors (Barnfarther & Ronis, 2000; 
Dalgard et al, 1995; Rosenfeld, 1997).  
 
Social support operates at the individual and societal level (Stansfeld, 1999). The 
construct of social support is fundamental to theorists who define ‘community’ in terms 
of social interactions (Patrick & Wichizer, 1995) (for example, see Durkheim, 
1970/1897). Place of residence, ‘place’, may be thought of as a location in which social 
relations are constituted (Curtis & Jones, 1998). Thus, the relationship between place and 
social support would seem a strong one. Dalgard (1986, cited in Dalgard et al, 1995) 
reported an interaction between neighbourhood characteristics and social support with 
respect to mental health. Patrick and Wichizer and others (Mohan et al., 2005) suggest 
that the determinants of health and wellbeing operate simultaneously at individual, group 
and community levels. Patrick and Wichizer point to the importance of community as a 
determinant of individual and group-health. Dixon and Welch (2000) raise the potential 
for the psychosocial variables of social support and place to assist in the explanation of 
health differentials.   
 
The relationship between social support and place may make the former a useful proxy 
indicator of ‘community’, which could be included in an index for the measurement of 
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potentially associated constructs such as ‘community strength’ (Black & Hughes, 2001; 
Stone & Hughes, 2002). Further potentially associated constructs, such as ‘social and 
family functioning’ (Zubrick, Williams, Silburn & Vimpani, 2000), ‘social capital’ (Stone 
& Hughes, 2002), belongingness (Maslow, 1968), ‘external psychosocial resources’ 
(Barnfarther & Ronis, 2000), social exclusion (Stone & Hughes, 2002), and social 
cohesion (Vinson, 2004) may also involve measures of social support. A link between 
each of these constructs and health and wellbeing outcomes has been suggested. Further, 
‘social health’ measurements focuses on the individual and are defined in terms of 
interpersonal interactions. The social health concept is used as a dimension of the 
construct ‘quality of life’. Social support can be regarded as a key concept in theory and 
research on social health (Bowling, 1991). Thus, the interpersonal interactions involved 
with social support may be important to measures of social health, quality of life, social 
capital and the other concepts that have been identified in this section.    
 
As stated earlier in this section, social support can be seen as an aspect of social capital. 
Social capital may be referred to as the resources that emerge from social ties. Social 
support, however, is defined in this thesis more as a general coping resource that may not 
be reliant on social ties, but meet the comfort and esteem needs of an individual. An 
example of this would be a socially isolated person with no social ties calling a telephone 
counselling service to receive social support. A further way of dividing these constructs is 
that social support may involve no reciprocity, which is a marker of social capital (Onyx 
& Bullen, 2000). Social support does not require that the support be reciprocal or 
symmetrical (Thoits, 1982). However, Stansfeld (1999) contends that reciprocity may 
have important implications for the maintenance of good social relations. Improving 
social capital in rural Australia has been suggested as a possible means of addressing 
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health differentials occurring there. Social support may be seen as an important in 
building social capital and a possible way of improving the health of both individuals and 
communities (Welch, 2000). A link between social capital and health outcomes in the 
population is still being debated (Mohan et al., 2005; Pearce & Davey-Smith, 2003), and 
the link, if it exists, seems dependent on the measure of social capital used (Ziersch, 
Baum, MacDougall & Putland, 2004). Perhaps, social support may be the vital 
component of social capital that is associated with health outcomes?   
 
It is clear from the literature in the field that “social networks and social support can 
affect mortality, psychological and physical functioning, health perceptions, how 
individuals and families manage disease and illness, and many intermediate health 
outcomes” (Patrick & Wichizer, 1995, p. 50). Patrick and Wichizer offer a framework for 
studying community and health that included social support. The model provides for 
direct and indirect effects of community on social outcomes, such as community health 
and wellbeing. This model is fundamentally like models proposed by Barnfarther and 
Ronis (2000), and Judd, Murray et al. (2002), which are both used as a framework for this 
project.   
 
John Donne (1624/1975) stated that no person is an island, and it would seem the support 
of others is crucial for human health and wellbeing (Cheers, 2000). A better 
understanding of social support in metropolitan, rural, and remote Australia offers an 
opportunity for greater insight into the aetiology of geographic health differentials. The 
relative extent of social supports in these areas and their relationship to health outcomes 
are poorly understood, however this project may contribute to this research and 
discussion. 
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2.2.5 Rural areas, health, and socio-economic indicators.  
This chapter has presented evidence that socio-economic indicators have shown a 
relationship with health outcomes. However, it has also been shown that there are many 
other factors associated with heath outcomes. Indeed, socio-economic indicators may not 
be as valid outside metropolitan areas and alternative indicators would seem 
advantageous.     
 
Overseas studies have suggested that whereas indices of socio-economic disadvantage 
may be valid for estimations of population needs generally, they do not function as well 
outside cities as they do in urban areas (Ciario, Shern, Tweed, Kirkpatrick & Sachs-
Ericsson, 1992; Thornicroft, 1991, cited in Meadows, Burgess et al., 2002). In Australia a 
similar outcome has been reported by Meadows, Burgess et al. They report a more 
complex and non-linear trend in non-metropolitan areas for perceived need and 
prevalence of any and each mental health disorder and the Index of Relative Socio-
Economic Disadvantage (IRSED). However, this was not the case for metropolitan areas 
where a linear trend was reported.  
 
Perceived need in the Meadows, Burgess et al. (2002) study was calculated from 
endorsements by people who used services and also by people who met subthreshold 
symptoms criteria for anxiety, affective, and substance misuse disorders. A linear 
relationship between perceived need and prevalence and the IRSED were reported for 
metropolitan areas. The study also reported that the IRSED was a rather blunt instrument 
for investigation of geographical distributions of mental health disorders in the 
population. Meadows, Burgess et al.’s results did not support the IRSED as being 
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particularly helpful as a proxy for rates of perceived need for services in non-metropolitan 
areas as it was in metropolitan areas.  
 
The IRSED is a Census-derived variable employed in the Victorian Mental Health 
Funding Distribution Formula (VRDF). Census data have long been used in the 
generation of indices of deprivation based on the concept of social indicators (Bracken, 
1994). Australia’s move to deinstitutionalise mental health care has necessitated a shift in 
the needs assessment perspective that is no longer dominated by consideration of the 
needs of patients in institutions and infrastructure. Thus, deinstitutionalisation has 
fostered a population health perspective with considerations of where people with 
incident and prevalent disorders might live (Meadows, Burgess et al., 2002). The VRDF 
is a response to the shift in mental health perspective and helps allocate funding to areas 
based on its formula. Thus, socio-economic indicators, such as the IRSED, can have 
important roles even with respect to mental health funding. However, if such indicators 
are less valid in rural Australia, their role in an evidence-based distribution of funds and 
services in these areas seems questionable. 
 
Social indicators can clearly provide a powerful source of information, as the responses to 
the rural differentials in health exposed by such indicators demonstrate. However, the 
validity of indicators used in rural Australia, such as the IRSED, can be questioned and 
the range of indicators available generally is also problematic. Indicators play a crucial 
role in an evidence-based approach to resource allocation for health and wellbeing, which 
is discussed further in the next section on social indicators.   
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2.3 Measuring Health: Social Indicators  
The previous section showed that indicators such as the IRESD have played an important 
role in the allocation of mental health resources. Earlier in this chapter it was suggested 
that the absence of appropriate direct measures of health meant that it was necessary to 
resort to the use of surrogates such as mortality and morbidity measures to assess 
population health in Australia and elsewhere. It is apparent that robust social indicators of 
health and wellbeing are crucial to the adoption of evidence-based approaches to health 
and welfare. This section aims to further show that social indicators have many uses and 
are important tools that contribute to society in many ways. However, improved data for 
monitoring the health status of rural and remote communities is called for and many of 
the present social indicators can have shortfalls, which can then reduce their utility and 
validity. It will be argued that health indicator production is a continuously evolving 
process.   
 
Indicators are important tools for evaluating community wellbeing and improvement 
programs (Gahin & Paterson, 2001). Indicators also have many applications within the 
sciences and are essential to its paradigm. Indicators are used in a number of ways in risk 
assessment, including estimation of status, trend, stressor source, and magnitude and 
prediction of effects. Indicators can be used to measure progress, for example to measure 
improvements in population health such as increases in life expectancy. Indicators can 
assist community members to engage in a dialogue about the future, for example 
indigenous health via comparisons of indigenous and non-indigenous health status. 
Indicators may also assist to change community outcomes, for example by exposing need 
and monitoring change associated with health initiatives. They enable the acquisition of 
information about past trends and current conditions, and can be used to effectively target 
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focus for policy and budgeting (Gahin & Paterson; Wilcox, Brooks, Beal & Klonglan, 
1972). Calls for greater public accountability and a shift towards outcome-orientated 
measurement have helped drive an interest in social indicator development and use in 
recent times (Gahin & Paterson).   
 
A pre-requisite for setting health care priorities and allocating resources is some measure 
of the health of individuals and communities. The measures are imperative for the 
assessment of need and the evaluation of the extent to which health services provision is 
efficient, effective, and equitable in meeting these needs (Humphreys & Rolley, 1991). In 
order to target resources efficiently in relation to need in an evidence-based approach to 
health care provision, it is critical to evaluate the effectiveness of intervention measures in 
contributing to improvements in the health status of people. It has been claimed that 
issues requiring further attention to meet these goals include improved data for 
monitoring the health status of rural and remote communities, and that rural health 
services are able to demonstrate improved health outcomes (National Rural Health 
Strategy Update, 1996). 
 
2.3.1 Social indicators and evidence-based approach to health and welfare. 
Evidence-based approaches refer to the use of research evidence to inform decisions 
about program development and service delivery at the community and organisational 
system level. It is apparent that robust social indicators of health are crucial to the 
adoption of an evidence-based approach to health and welfare. This approach is gaining 
ascendancy among governments as a strategy to improve the effectiveness and efficiency 
of support services (National Rural Health Alliance, 1999). Imperatives for the use of an 
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evidence-based approach include demands for greater efficiency, effectiveness, and 
accountability (Weller, 1999). 
 
Organisations such as The National Academies are dedicated to disseminating a broad 
evidence-based library of scientific and technical knowledge that can be used to promote 
wise policy-making both in the United States and globally (Alberts, 2003). Australia’s 
large size and uneven distribution of its relatively sparse population means that the 
provision of adequate services in any non-metropolitan area poses logistical and 
economic problems for health authorities (Palmer & Short, 2000). Within rural and 
remote Australia the fact that there are fewer services heightens the demand for greater 
efficacy (Weller, 1999). To improve rural health, it is necessary to document the health 
conditions of rural communities. Rural health indicators are thought to be a means to this 
end (Pong, Pitblado & Irvine, 2002). 
 
Therefore, any limitations in current indicators of health can hinder the capacity of 
governments to make timely, targeted, and appropriate policy responses. This, in turn, 
may have greater effect on the health of non-metropolitan residents because of fewer 
services and poorer access compared to their metropolitan counterparts. However, as 
already shown with the IRSED example, many of the present social indicators have 
shortfalls, which can then reduce their utility and validity.   
   
2.3.2 Social indicator shortfalls.  
This chapter has shown that social indicators of health can expose differentials in 
community health and wellbeing. They are also a vital part of an evidence-based 
approach to the effective targeting of resources to those with greater need and for 
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researching rural health inequalities (Judd, Murray et al., 2002). In broad terms there have 
been five main sources of information about the health and wellbeing of Australians: 
mortality and morbidity data; utilisation of services; Census information; risk factor 
prevalence; and local surveys of community health and wellbeing. However, many 
general issues with their use have been suggested and several problems have been 
identified regarding the validity and utility of this data when conducting spatial analyses 
in regional areas (AIHW, 2001; Black & Hughes, 2001; Martin, Brigham, Roderick, 
Barnett & Diamond, 2000; Mathers et al., 1999; Rogers, et al., 2001; Witkin & Altschuld, 
1995; Woollacott, Taylor, Anastassiadis, Hetzel & Dal Grande, 1999). 
 
Measuring health status in a group is usually the domain of survey instruments 
(McDowell & Newell, 1996). For example, there are a multitude of instruments 
purporting to measure social support, yet they are all based on the self-report survey type 
instrument. However, surveys take time, are costly to undertake, and may have problems 
with self-report biases and other sources of error (Scheaffer, Mendenhall & Ott, 1996). 
The literature shows a need for continued health indicator development, particularly in the 
area of psychological health in rural Australia. Objective, reliable, and cost effective 
group measures that can be used at the small area level could be a valuable tool to 
supplement or replace survey research and a reliance on Census data for health study. 
Historically, the most powerful indicator work has focused on a single issue with narrow 
range (Black & Hughes, 2001). 
 
2.3.3 Social indicator development.  
 
Just what sociology should be is still contested. However, generally sociologists and other 
social scientists attempt to go beyond subjective opinion, speculation, and preference and 
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look to more objective accounts of social phenomena. Assessing social progress through 
the use of quantitative evidence means there is not the need to rely on personal 
judgements or the political wishes of policy makers (Wilcox et al., 1972). Taylor and 
Field (2003. p. 6) claim that “sociological research involves the systematic accumulation 
and interpretation of evidence” and one way this can be achieved is through the use of 
indicators. This sub-section will show that the deficiency of the quality and coverage of 
social indicators has led to calls for new indicators. It will show that health indicator 
production is a continuously evolving process. Directions for new sources of health 
indicators are presented, from which a new source of potential data for health indicator 
production is proposed.  
 
The quality and coverage of many social indicators have been questioned and calls for 
development in the field abound (Black & Hughes, 2001; Cobb & Rixford, 1998; Gahin 
& Paterson, 2001; Nygaard, 2000; Ruth, Hurtworth & Sulaiman, 2005; Sawicki & Flynn, 
1996; Zubrick et al., 2000). As societies evolve, health issues alter in salience and new 
health indicators must be chosen to reflect changing health issues. The identification of 
concerns, perhaps triggered by findings from indicator use, tends to raise a demand for 
new indices of health to monitor progress towards new goals. Thus, health indicators are 
in a continuous state of evolution (McDowell & Newell, 1996). 
 
One of the more serious problems identified with current sources of health indicators is 
that they do not collect adequate prevalence or risk factor data at the population level to 
inform government decision-making in tackling many societal problems. For example, a 
lack of relevant indicators of social and family function have been claimed to be a serious 
impediment to the capacity of government departments to produce the relevant 
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information to guide government policy and development of preventative strategies 
(Zubrick et al., 2000).  
  
In addition to the continuing evolution of health indicators, a number of general faults and 
problems have been identified with social indicators that make constant revision and 
alternative indicators and methods a necessity (McDowell & Newell, 1996). In 1966, 
Bauer released a groundbreaking work called Social Indicators (Bauer & American 
Academy of Arts and Sciences, 1973). This pioneering book confronted the inadequate 
statistical guides of the time, drawn almost exclusively with economic information, which 
were used to assess and evaluate society. Indeed, Bauer has been referred to as the “father 
of current social indicator movement” (Wilcox et al., 1972, p. 5). Bauer and the American 
Academy of Arts and Sciences (1973) defined six deficiencies that are common obstacles 
to an adequate and agreed upon indicator or system of indicators: invalidity; inaccuracy; 
conflicting indicators; lack of data; incomplete models; and, value consensus. Similarly, 
Black & Hughes (2001) have more recently advised that “validity” (p. 141), “reliability” 
(p. 141), “applicability to various communities” (p. 142), “simplicity” (p. 142), 
“comprehensiveness” (p. 142), “direct relevance to public” (p. 143), “availability of data” 
(p. 143), and “practicality of collecting new data” (p. 144) should all be general 
considerations when choosing and using indicators. These elements will be used to assess 
an indicator source and individual indicators proposed in this thesis. 
 
Zubrick et al. (2000) and others (Carstairs, 2000; Pong et al., 2002) have suggested that 
many basic indicators necessary for new social measures could be available in national 
collections or at local levels. Carstairs suggested that if administrative data collected at 
the small area level are available on a continuing basis, it could offer alternatives to the 
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use of Census-based measures that are available only after ten-year periods in the UK and 
five years in Australia. Following the suggestions in the previous paragraph and the 
considerations of Black and Hughes (2001), Bauer and American Academy of Arts and 
Sciences (1973) and others (Canadian Institute of Health Information, CIHI, 2001; Gahin 
& Paterson, 2001) it is proposed that generalist telephone counselling and referral service 
call data offers a potential new source of data for social indicator development. Analysis 
of specific telephone counselling lines, such as the Battered Women’s line in Atlanta, 
suggest that call information may be utilized as a supplement to survey and other 
available indicators (Nielsen, Endo & Ellington, 1992). Telephone counselling services 
need to collect and store information on calls for various reasons (Lester, 2002). 
Generalist telephone counselling and referral services deal with all manner of call issues 
and their call data would seem to have the potential to provide regular relevant 
information on psychological or mental wellbeing in Australia. Such information could be 
then used to support and supplement other associated indicators to strengthen an 
evidence-based approach to health care provision and further contribute to health 
differential study.  
 
2.4 Conclusion       
In this chapter health was argued to be a multidimensional construct, which cannot be 
measured directly in any agreed upon way or by any single variable. Therefore, health 
measurement relies on assembling a number of variables as indicators of health. The 
chapter presented evidence that indicators of health have exposed differences in health 
status between metropolitan and non-metropolitan populations within Australia and 
elsewhere. Understanding the aetiology of these differences is complex, but contextual 
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concepts such as social support, socio-economic status, and place may have some 
explanatory value in this regard. 
 
This chapter showed that health indicators play important roles in directing funding, 
exposing need, and assisting evidence-based approaches. The literature reviewed on 
social indicators in this chapter supports the perspective that the development of health 
indicators needs to be an ongoing process, responding to changes of focus, priorities, and 
information (National Rural Health Strategy, 1994). The chapter argued that there was a 
need for supplementary sources of psychological health information for rural areas, in 
particular information regarding risk factors. Telephone counselling will be argued to 
have an important role in maintaining psychological wellbeing across Australia and the 
world. For many reasons generalist telephone counselling services may be ideally suited 
to provide data for new social indicators of health, particularly for the well recognised 
risk factor of social support. The reasons for the proposed suitability of telephone 
counselling are detailed further in the following chapter. 
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3 
 
 
Telephone Counselling as a Source of Health-Associated 
Indicators 
 
 
3.0 Introduction  
The previous chapter noted the important role played by social indicators of health. The 
chapter identified the need for continuing development of social indicators, particularly 
for non-metropolitan areas. Limitations and problems with many current social indicators 
were identified. The limitations of survey type measures were also identified. It was 
proposed that if administrative data collected at the small area level were available 
nationally on a continuing basis, it could offer alternatives to or supplement the use of 
Census-based measures that are available only after five-year periods in Australia. For 
these reasons telephone counselling services were offered as an existing source of 
‘internal’, administrative, social data (Daniel, Loree & Whitener, 2002). The thesis was 
proposed that generalist telephone counselling and referral service data are a potential 
source of data for social indicator development.    
 
This chapter aims to show that generalist telephone counselling and referral services play 
an important role in community health, providing a unique and equitable health service 
with few ‘barriers’ to its use. It will show that this type of service has a recognised 
potential to be a source of health information, but has not had this potential explored in 
any depth. Therefore, the chapter examines the potential of this type of service to provide 
data that can be used to create practical, objective, reliable, and valid social indicators. It 
will be proposed that the Lifeline Australia telephone counselling and referral service has 
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data and other attributes that make it a suitable service to test the thesis that generalist 
telephone counselling and referral services call data can be used for social indicators. It is 
argued throughout the chapter that the provision of social support to its clients is the 
primary role of the service. This is important because it is not clear from the literature 
what the primary role of such services is, and it could be argued that crisis intervention or 
suicide intervention are a generalist telephone counselling and referral services main role.    
   
This chapter has been broken into two parts. The first part takes a general look at 
telephone counselling and raises the possibility that generalist telephone counselling 
services’ administrative call data could be used for social indicators. The second part of 
the chapter looks specifically at the Lifeline Australia generalist telephone counselling 
and referral service. The chapter first explains and defines the field of telephone 
counselling and locates generalist telephone counselling and referral services within it and 
the health care sector. The role of telephone counselling in the community is then 
examined and its history outlined. The effectiveness of telephone counselling is then 
examined with the aim of showing that these services have an important place in the 
health care system. The services are shown to have a high level of accessibility that would 
seem to make them an important source of support to socially isolated people. Other 
potential drivers of the use of these services are also examined. Evidence is presented that 
generalist telephone counselling and referral services may be a source of data for social 
indicators. The Lifeline Australia service is identified as being a potential source of such 
data. This service is then profiled in detail and its data sources examined for their 
potential to be used for social indicators.        
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Part 1 
3.1 Telephone Counselling  
This section takes a broad look at the field of the telephone counselling. Types of services 
are categorised and a definition of generalist telephone counselling and referral is 
presented. The importance of telephone counselling to its clients and the health care 
system is expounded and its history detailed. Despite methodological difficulties inherent 
in its evaluation, evidence are presented that telephone counselling can be an effective 
form of counselling. It is argued that the immediacy and accessibility of phone 
counselling services make them particularly important to those who are socially isolated. 
The section aims to examine what factors may be driving the use of telephone counselling 
services. 
   
3.1.1 Defining telephone counselling. 
Counselling by telephone is defined as a service whereby a trained counsellor works with 
a client(s) to explore personal situations, problems or crises in a one-off or an ongoing 
therapeutic relationship (Rosenfield, 1997). Telephone counselling was first used widely 
by suicide prevention and crisis intervention services in the 1960s, as a means of 
providing immediate and inexpensive access to crisis intervention for those in distress 
(Lester, 2002). There are now a wide variety of community services that address 
individuals’ psychological needs via the telephone (Coman, Burrows & Evans, 2001). 
 
Telephone counselling services serve the community in many ways, often in critical 
times. By being available when other services are not and by accepting calls from 
anybody on any topic the caller presents, telephone counselling has been identified as 
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meeting the needs of people first seeking professional help, those who have been unable 
to share their difficulties with others, those for whom communication has broken down, 
and those feeling isolated, alienated, and with no one to trust (Bates, 1978). Telephone 
counselling offers a form of crisis intervention that has developed into a major part of the 
mosaic of health care resources (Hytten & Ellis, 1996; Rosenbaum & Calhoun, 1977; 
Rosenfield, 1997; Williams & Douds, 2002). Telephone counselling services are known 
in the literature by various titles such as telephone counselling and referral services, 
telephone counselling information and referral services, befriending lines, crisis lines, 
help lines, suicide prevention telephone services, and telephone hotlines. Unfortunately, 
these titles can be used to refer to quite different types of services and, therefore, in some 
cases they should not be used interchangeably. However, it is claimed all use counselling 
skills to some degree in working with the caller (Rosenfield), and seem to meet the 
psychological needs of people who, at a particular time, day or moment in their lives seek 
assistance by phone (Bates).  
 
Coman et al. (2001) have categorised telephone counselling services by two types, each 
with two dimensions. The first type describes the extent to which they are interactive, 
either recorded or live. Recorded services provide relevant information to callers on 
demand by taped messages. The ‘live services’ are staffed and offer a more personal 
interaction. The second type describes services according to longevity of counselling 
intervention. This may be either crisis intervention or ongoing counselling service 
dimensions (Coman et al.). Coman et al. suggest that interactive agencies, such as Lifeline 
in Australia and Relate-line in the UK, were initially established to provide crisis 
counselling services, but developed additional policies to cater for regular callers and now 
also provide ongoing counselling services.  
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Bobevski and Holgate (1997) suggest that telephone counselling tends to be of three 
types. The first are the large community agencies that provide 24-hour telephone 
counselling to the ‘community at large’. They give examples of these as the Samaritans in 
Great Britain and Lifeline in Australia. The second type describes those services that 
provide very specific telephone counselling services for those with particular needs and 
those within specific groups. The third type is health and welfare agencies offering 
telephone counselling within normal business hours. It is with the generalist, 24-hour, 
community agencies with live interactive counselling telephone services that this review 
will focus on, in particular Lifeline Australia. This type of telephone counselling service 
will be defined in this work as a ‘generalist telephone counselling and referral service’, in 
the manner of the 1988 review of telephone counselling information and referral services 
(Community Services Victoria & Health Department Victoria, 1988). Counselling by 
telephone may involve advice, advocacy, information, support, and befriending to the 
caller (Rosenfield, 1997). A recent Lifeline Australia slogan that indicates its generalist 
nature has been “For anyone, anywhere, anytime” (Ballarat Lifeline, 2004). 
 
Primary care is provided by the health care sector to the community by generalist 
providers who are not specialists in a particular field of health intervention (for example, 
general practitioners, and community health workers) (Victorian Government Department 
of Human Services, 2002a). It would seem to be within the framework of primary health 
care that generalist telephone counselling and referral is placed, providing both secondary 
prevention (for example, with referrals and information provided) and primary (for 
example, suicide) interventions for their clients (Hornblow, 1986). It is at the secondary 
prevention level that Hornblow claimed telephone counselling has been found to be most 
successful. However, the less overt role of telephone counselling and referral services in 
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more primary level intervention, for example as a social support to the lonely and socially 
isolated (Watson, McDonald & Pearce, 2005), which may prevent health problems from 
occurring, may be their major contribution to public health. This role will be explored 
further by this project.   
  
3.1.2 Telephone counselling and the community.  
Telephone counselling services are responsive community services identified as having 
an important community role in health and welfare provision, particularly in the area of 
social support and mental health. It has been stated that telephone counselling received 
little credibility in its beginnings (Lester, 2002; Rosenfield, 1997). However, its use is 
now widespread and research on the subject is slowly growing.   
 
The field of telephone counselling has a fairly recent history. The Samaritans were the 
first organization in the world to run a community telephone counselling service, 
beginning operation in the U.K. in 1953 (Rosenfield, 1997). Telephone counselling 
services are considered to provide a variety of social roles, particularly within the area of 
mental health and improving emotional wellbeing (Bleach & Clairborn, 1994; Hytten & 
Ellis, 1996; Lifeline Australia, 2002a). It seems well established that crisis telephone 
counselling can help to avert some personal tragedies such as suicide (Cheers, 1998). 
Bobevski and Holgate (1997, p. 240) suggested that telephone counselling services have 
become an “integral part of community health care and welfare resources throughout the 
developed world”. Telephone counselling provides a “mode of personal helping which is 
playing an increasingly important role in community health and welfare services” 
(Bobevski & Holgate, p. 239). 
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Generalist telephone counselling and referral services are suggested to be an important 
source of social support (Lazar & Erera, 1998). The services often provide emotional 
support, practical, and other supportive information, which are markers of social support 
(Landmark et al., 2002). Such external psychosocial resources have been associated with 
the individual’s ability to adaptively deal with stressful life events (Barnfarther & Ronis, 
2000), as detailed in Chapter 2. Generalist telephone counselling and referral may be seen 
as a particularly important social support due to its unique properties. Unique features of 
telephone counselling have been identified such as the high level of anonymity, 
immediacy of access, and cost of access to counselling (for example, see Hambly, 1989; 
Lester 2002). The information giving and supportive role of telephone counselling lines 
are in many respects complementary to care provided by psychiatric services (Hornblow, 
1986) and others service providers (Community Services Victoria & Health Department 
Victoria, 1988).  
 
The crisis intervention model is an important component of the counselling provided to 
clients and in the training of telephone counsellors for services such as Lifeline Australia 
(Community Services Victoria & Health Department Victoria, 1988). The crisis 
intervention model and theory will be detailed in the following chapter. The telephone 
centres exist to meet the needs of people who, at a particular time, day or moment in their 
lives, find themselves in a crisis of some sort. Whatever the crisis, big or small, the 
volunteers of the centres may be the only contact the person seeking assistance will have 
available and may well be their only contact with the health services (Bates, 1978; 
Carver, 1995).   
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Turley (2000) suggests health care professionals will refer their clients to telephone 
counselling services, such as Lifeline, as part of a care plan. Lifeline has reported findings 
that 38 percent of callers with mental health concerns were already in counselling or 
treatment (Lifeline Australia Inc., 2003). The Lifeline service report as many as one caller 
in every four who is at risk of suicide reported receiving concurrent support by a 
psychiatrist (Turley). This may suggest that mental health callers are using the service to 
deal with stress outside the times when professional support is not available. Indeed, a 
review of telephone counselling information and referral services (Community Services 
Victoria & Health Department Victoria, 1988) found that the 24-hour nature of these 
services enable other community services to offer continuous cover to their clients. This 
is interesting, because telephone counselling has often been seen as the poor relation to 
other forms of counselling.        
 
3.1.3 The effectiveness of telephone counselling. 
From the initiation of telephone counselling/crisis lines in the 1950s there was a general 
belief, continuing into the 1980s, that counselling could not be done effectively by phone 
(Rosenfield, 1997). Lester and Brockopp’s (1973) influential text on telephone 
counselling claimed that therapists judged telephone counselling to not be ‘real therapy’ 
and, therefore, not worthy of attention. Today the use of the telephone has become an 
increasingly popular mode of providing counselling, yet little is known about its 
effectiveness (Reese, Cooley & Brossart, 2002; Urbis Keys Young, 2003). However, the 
evidence available suggests that the typical lay telephone counsellor is effective when 
evaluated on various indices (Stein & Lambert, 1984). There are a number of reasons why 
telephone counselling may have been relatively overlooked by counselling researchers 
(Bobevski & Holgate, 1997). 
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A sceptical view of the effectiveness of telephone counselling may explain the relative 
lack of research surrounding the subject, which continues into the present. Major 
methodological problems arise in telephone counselling research due to it being generally 
impossible to employ before and after measures, control groups, standardised 
psychological tests, or clinicians’ ratings for evaluations. Given the wide range of callers 
to the generalist services, outcomes cannot be solely assessed in terms of a psychiatric 
framework, and rigorous follow up contact with callers is severely reduced due to the 
callers’ wishes to remain anonymous (Hornblow, 1986). Thus, where nearly all of the 
clients are completely anonymous and conversations are confidential, evaluations of 
telephone counselling becomes an inherent difficulty task (Littlefield & Koff, 1986). 
Further, even where such information may be available, any follow up evaluation may be 
too expensive for the limited budgets of many of these services (Apsler & Hoople, 1976). 
Thus, “the methodological difficulties inherent in evaluating telephone counselling” 
(Hornblow, 1986, p23), the charitable, anonymous, confidential, and voluntary nature of 
many telephone counselling organization combined with scepticism from professionals 
may have all combined to see this field under-researched. Perhaps, in the absence of any 
hard evidence to counter the perception, telephone counselling appeared so valuable most 
people were happy to assume it offered an effective service (Rosenbaum & Calhoun, 
1977).     
 
The professional reluctance to examine telephone counselling seems at odds with findings 
suggesting that psychiatrists and therapists were regularly using the telephone for 
emergency consultations as an adjunct to their face-to-face therapy in the 1970s (for 
example see, Miller, 1973; Rosenbaum & Calhoun, 1977). Meadows, Singh et al. (2002) 
findings suggest that most psychiatric care is ‘shared’ with other support services, 
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primarily the GP. The role of telephone counselling was not examined; however the 
authors reported the most frequently endorsed need by clients was for counselling 
(Meadows, Singh et al., 2002). The evidence presented in the previous section suggests 
that many callers are under professional care at the time of calling. The complementary 
nature of telephone counselling services that have been outlined would suggest it is one of 
the support services that are shared with psychiatric care. Just why counselling by 
telephone has been the ‘poor relation’ to face-to-face counselling in terms of professional 
recognition is unclear (Sanders & Rosenfield, 1998).   
 
Littlefield and Koff (1986) suggested an indicator of the therapeutic value of telephone 
counselling services might be their effect on suicide rate in communities. The success of a 
telephone counselling and referral service on the suicide rate of a country seems to be 
clearly displayed in results from Samoa. The completed suicide rate in Samoa had been 
high since the early 1970s. During this period, until 2001, the rate peaked at 49 completed 
suicides in a year with a low recorded of 29. Lifeline Samoa then began operation in 2002 
and the recorded completed suicide rate dropped to 12, with only 11 recorded in 2003 
(Lifeline Australia, 2004). Moreover, the year after a call centre was established in Miami 
a 13.7 percent decrease in suicides was recorded (McGee, 1965). It would seem that there 
is some evidence that telephone counselling services may have an effect on suicide rates, 
at least initially, within the communities they serve. 
 
A field-based investigation by Reese et al., (2002) asked 186 participants, each of whom 
had received counselling from a telephone counselling service previously, to rate the 
effectiveness and the quality of their counselling relationship. Reese et al. reported the 
counselling relationship and level of interpersonal influence measured in their sample was 
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comparable to studies of face-to-face counselling. In general, respondents indicated that 
telephone counselling was helpful for both global and specific improvement and that they 
were satisfied with their counselling experience (Reese et al.). Both these results by Reese 
et al. are similar to the experimental results reported by Shipman (2001). Satisfaction and 
comfort with the telephone counselling experience has also been reported by a number of 
other researchers (for example, see Bobevski & Holgate, 1997; Carver, 1995; Hornblow, 
1986; King, 1977; Ko & Lim, 1996; Spizman, 2001; Turley, 2000; Urbis Keys Young, 
2003). 
   
Research on telephone counselling services has focused on suicide prevention, volunteer 
training, the counselling process, client and counsellor outcomes (for example, 
satisfaction), crisis counselling, utilisation or re-utilization rates, cost, and assessment of 
agency procedures (Carver, 1995; Hornblow, 1986). Hytten and Ellis (1996) reviewed 
some of the literature on telephone counselling services. They reported, without 
exception, that the material reviewed described these services as effective in terms of both 
cost and service delivery. Hytten and Ellis cite Rosenbaum and Calhoun (1977) in 
suggesting that telephone counselling services offer a relatively economical method of 
dispensing helping services to greater proportions of the community than could be 
reached by alternative services. This claim has been supported by research conducted by 
Urbis Keys Young (2003) and King (1977). Telephone counselling services may also 
relieve the strain on other services (Carver, 1995; Community Services Victoria & Health 
Department Victoria, 1988; Evans, Morgan & Hayward, 2000).  
 
Evidence for the claim that telephone counselling can avert the need for further 
professional assistance or support (Community Services Victoria & Health Department 
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Victoria, 1988) has been shown by Carver (1995). Carver examined the outcomes of a 
single telephone counselling call. The 38 voluntary participants, who had called a family-
counselling agency for assistance, were contacted by telephone at two days and again at 
six weeks after the initial phone contact. During these follow up-contacts, Carver assessed 
the concordance between clients’ and counsellors’ perceptions of the counselling 
experience, the clients’ ‘equilibrium’, and the sufficiency of the single telephone call. 
Carver reported that 56% of participants found the single session sufficient for their 
needs. Indications of positive effect from the single session were the maintenance of 
lower stress levels, changes in behaviour, improvements in perceptions of the seriousness 
of the problem, and satisfaction with life and with counselling. This was only a small and 
voluntary study, due in part to the difficulties in such research already mentioned. 
However, Ko and Lim (1996) have also demonstrated telephone counselling by trained 
volunteers can be effective in alleviating psychological distress using a similar method. 
King et al. (2003, p. 409) also report that telephone counselling had a “substantial 
immediate impact on the suicidality of young people”. Thus, these cases seem to indicate 
that telephone counselling can deal with callers’ crises without the need for further 
intervention from other services. Therefore, the telephone counselling services have the 
potential to take pressure off other community services (for example, emergency 
departments, and psychiatric services). This view is supported by the results from a study 
conducted by Evans, Morgan, and Hayward (2000). 
 
Telephone counselling lines have been identified as having the potential to take on a large 
share of any burden caused by health-care streamlining (MacKinnon, 1998). A study of 
827 deliberate self-harm clients randomly allocated participants between a control and 
intervention group. The intervention group was offered crisis telephone counselling 
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support in addition to the standard treatment, which all the clients in the study were 
receiving. The intervention group participants were found to use fewer psychiatric and 
non-psychiatric services, relative to the control group, even though the telephone 
counselling offered generally referred the caller to their general practitioner during the 
call (Evans, et al., 2000). Evans et al. reported that the subjects who called the line were 
in considerable distress. This finding would indicate that counselling lines have the 
potential to reduce the requirement for other health-care services, and can have a 
beneficial effect on the psychological distress the client is experiencing. Social support 
has been defined in this thesis as the interactions that are perceived by the recipient to 
facilitate coping and assist in responding to stress. The literature reported here suggests 
that telephone counselling can have a beneficial effect on the level of psychological 
distress the caller is experiencing. Therefore, the services must be providing interactions 
that assist the caller respond to stress and thus would be providing social support. 
 
 Reid (1981) reported that the withdrawal of the visual communication channel had no 
measurable effect of any kind on the outcome of a conversation for information 
transmission and problem-solving elements. This may be another reason for the success 
of telephone counselling services. It would seem in telephone counselling there are few of 
the communication barriers associated with visual impressions and the niceties of meeting 
someone for the first time (Hambly, 1989). Hambly claimed that this feature means the 
level of closeness between caller and counsellor could develop very quickly. Rosenfield 
(1997) suggest that clients using telephone counselling can feel safe to talk about personal 
issues, emotions, and experiences. Freedom from waiting lists and other red tape is 
another feature of telephone counselling that can enable help-seeking behaviour. This 
mode of counselling transcends other barriers to help-seeking, such as geographical 
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isolation or physical disability (Coman et al., 2001), in times when seconds can mean life 
or death differences in outcomes. This aspect of the telephone counselling services makes 
them vital to the isolated individuals and communities. Moreover, telephone counselling 
seems to be effective in reducing the caller’s distress and callers report satisfaction with 
its use. Telephone counselling services also seem to play a role in reducing pressure on 
other community services.           
 
3.1.4 Telephone counselling and the isolated. 
Telephone counselling services have been identified as having unique features, many of 
which make their services particularly suited to meeting the needs of non-metropolitan 
and isolated Australians. A number of authors (Coman et al., 2001; Community Services 
Victoria & Health Department Victoria, 1988; Hambly, 1989; Lester, 2002; Lester, 1981; 
Rosen field, 1997) have suggested that immediacy and accessibility of phone counselling 
are important advantages of telephone counselling services. Penchansky and Thomas 
(1981) identified five dimensions of the general concept of ‘access’ that were important to 
enabling health care entry, use, and consumer satisfaction. They are:  
• availability; 
• accessibility; 
• accommodation; 
• affordability; and,   
• acceptability.  
The access to telephone counselling and referral services as measured against these 
dimensions seems high and rather unique. The telephone has the ability to break through 
the isolation of the rural life (Aronson, 1971). For housebound callers, people in rural 
 67
communities and isolated individuals, a telephone counselling service may be essential 
(Coman et al., 2001; Hambly, 1989; Ko & Lim, 1996; Rosen field, 1997). 
 
Telephone counselling can reduce feelings of isolation and despair while people are still 
based in or confined to their homes (Community Services Victoria & Health Department 
Victoria, 1988). The low cost of the call, the price of a local call or free in some cases, 
means that access is not prohibited by financial constraints. The immediacy of access and 
general availability of the service wherever or whenever it is needed may be seen as other 
similar advantages to the use of telephone counselling. The telephone is available to most 
of the Australian population, including a variety of socio-economic groups (Hetzel, 
Wilkins, Carrig, Thomas & Senior, 1993). In 1991 over 94 percent of private homes in 
Australia had a telephone connected (ABS, 1991). Telephone ownership in Australia has 
been reported in the 90 percent range by Collins (n.d.), with almost 100 percent 
ownership in major cities. Australia also has one of the highest levels of mobile phone 
ownership in the world (ABS, 2001d). However, it seems that telephone ownership is not 
uniform across all sections of the community. For example, indigenous communities have 
a lack of access to basic payphones and low levels of ownership of standard telephone 
services (Aboriginal and Torres Strait Islander Commission, 2004). It might be expected 
that homeless people would be another section of the community with lower levels of 
telephone ownership. The control given to the caller by being able to easily end the call, 
and the anonymity and confidentiality of the meeting are further factors contributing to 
the growth and popularity of telephone counselling (Coman et al., 2001; Carrig, Thomas 
& Senior, 1993; Hambly, 1989; Lester, 2002; Rosenfield, 1997). It has been found in 
Australia that, on average, people prefer to say ‘no’ on the phone rather than to another’s 
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face (Noble, 1987). Thus, it would seem that in some circumstances phone use can be 
preferred to face-to-face encounters.    
 
These enabling features of telephone counselling seem to offer distinct advantages to 
rural clients who may have access and confidentiality issues with local health service use 
(Cheers, 1998; Heckman et al., 2002). Clients who are well known in a rural community 
may be reluctant to seek face-to-face counselling from services located within their 
community. Thus, the acceptability dimension of access (Penchansky & Thomas, 1981) 
may become a factor in non-metropolitan considerations for their service use. A 
traditional stereotype of rural masculinity is associated with stoicism and a stigma 
attached to seeking help with problems (Wainer & Chesters, 2000). Stigmatisation and 
confidentiality issues may be responsible for reluctance to accept formal services in rural 
areas (Letvak, 2002). Lifeline’s telephone counselling service has been identified in a 
report by Charles Sturt University as one of the services that are successfully reaching 
rural Australians (Lifeline Australia, 2004). Telephone counselling means people can gain 
access to a counselling service whilst they maintain their anonymity and dignity (Coman 
et al., 2001).  
 
The cost and other elements of access to telephone counselling and referral services may 
mean that they will have an important place in non-metropolitan health support and 
referral, particularly to those more vulnerable to social isolation. Meadows, Singh et al. 
(2002) found significant area-based differentials in utilization of psychiatric services in 
more disadvantaged areas of the cities and remote Australia. Meadows, Singh et al. raised 
the possibility of stigma being involved with these disparities in use, and that clients in 
remote areas might be unwilling to accept referral because of stigma or the cost involved. 
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Cost was proposed as a factor because the majority of private psychiatric services involve 
some cost to the client. The possibility that GPs are less likely to refer patients from 
particular areas was also raised by Meadows, Singh et al. Due to differentials in 
geographical distribution of psychiatrists in Australia, rural and remote areas may have 
few or no psychiatrists, or long waiting lists for these services. Thus, private psychiatric 
services may simply not be a viable option for referral in these cases. Meadows, Singh et 
al. also reported that for consumers seeing a psychiatrist the most endorsed need given 
was for counselling. Therefore, telephone counselling may be expected to play an 
increased role in meeting the mental health needs of people in these deprived areas, 
because of its enabling elements such as cost, availability, anonymity and other issues of 
access, which would seem to make it a highly “equitable” (Young, Dobson & Byles, 
2001, p. 1) service from the rural perspective. This claim appears to be supported by data 
from Men’s Line Australia (2003), which reported almost 60% of its calls for counselling 
are from men living in rural Australia.  
  
For housebound callers, people in rural communities and socially isolated individuals, a 
telephone counselling service can be essential (Coman et al., 2001; Hambly, 1989; Ko & 
Lim, 1996; Rosenfield, 1997). In these situations the caller’s ‘need to be heard’ 
(Rosenfield, 1997) can be satisfied immediately and with little expenditure of the caller’s 
resources. The important role of telephone counselling in rural and remote communities 
was recently recognised as shown by a grant of 1.2 million dollars in Federal funding to 
extend the ‘Bush Crisis Line’, a telephone counselling service that offers support to rural 
and remote health practitioners and their families, in September of 2002. The service was 
said to be “an essential resource for rural and remote health workers and their families” 
by the Minister of Health and Ageing, Kay Patterson (Commonwealth Department of 
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Health and Ageing, 2002). In April of 2002, Senator Patterson announced 1.3 million 
dollars in funding would be provided to Lifeline Australia to establish new centres in 
rural and remote Australia (Department of Health and Ageing, 2002). There seems to be a 
clear recognition by the Commonwealth Government of the importance of telephone 
counselling services in non-metropolitan Australia.  
 
The unique and ‘enabling’ features (Kushel, Perry, Bangsberg, Clark & Moss, 2002) of 
telephone counselling seem to make it an important source of social support. Williams 
and Douds (2002) have claimed that people who are unable to seek support in 
conventional ways are able to “receive psychological support and counselling from a 
telephone counselling service” (p. 63). Indeed, they claim this “social input” can be the 
only support provided in the client’s otherwise barren existence (p. 62). Cunningham and 
Barbee (2000) define a social support network as the people from whom an individual can 
reasonably expect to receive help in a time of need. This definition of a social support 
network has been adopted by this thesis. Telephone counselling and referral services can 
mean ready access to people who will ‘help’ at any time of need. The assistance is always 
as close as the phone. This would seem to enforce the perspective that generalist 
telephone counselling can be seen as a contributor to its callers’ social support networks. 
There is no reciprocity in this contact and this means a caller with little social capital 
(Onyx & Bullen, 2000) or other resources to draw upon may still gain support from 
telephone counselling and referral services.  
 
Social support refers to social interactions that are perceived by the recipient to facilitate 
coping and assist in responding to stress (Letvak, 2002). Telephone counselling has been 
shown in this chapter to be an interaction that can assist callers in responding to stress. 
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Therefore, telephone counselling services would seem to be a provider of social support 
using this definition of the construct. Low psychosocial resources have been associated 
with poorer health outcomes (Barnfarther & Ronis, 2000). External sources of support are 
psychosocial resources that combine with internal, individual, psychosocial resources on 
which the person can draw to contend with stress. Family and personal relationships are 
the “building blocks” for participation in the wider community and meeting personal 
needs (Black & Hughes, 2001, p. 63). People without ‘bonds’ of this type can become 
dependent on welfare caseworkers, clergy or other people in the community (Black & 
Hughes). Generalist telephone counselling and referral services would also seem to fit the 
profile of a service that people lacking such informal bonds may become dependent on. 
Bonds may be measured by questionnaires; however, this method shares the problem of 
other forms of self-report and may be affected by socially desirable responses (Black & 
Hughes). 
   
Social support might be viewed as a three-tier system (Bushy, 2000). The first-tier 
consists of volunteered support from family and friends. Local emergency services, 
community, and religious organizations provide the support in the second-tier. The third 
consists of formal services, which often require a fee (Bushy). Telephone counselling and 
referral services seem to fall into this second tier of supports, but are generally external to 
the community they serve and are possibly perceived more as third tier support. While 
there is little evidence available to support this idea, Watson and McDonald (2004) did 
find that a generalist telephone counselling and referral service could be perceived as a 
‘last resort’. This appears to indicate they might be perceived as being part of the more 
formal sources of social support, even if they do not require a fee.   
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Rural residents appear to prefer to access the first and second tier social supports (Letvak, 
2002). This is supported by research in United States (US) by Starr, Campbell, and 
Herrick (2002), who found that 60 percent of their non-metropolitan sample expressed 
concern that their family and others would not approve if they accessed the mental health 
system for their children. The sample in this case, however, was a small convenience 
sample. Geographic isolation, limited resources, the environment, and stigma attached to 
mental health would seem to make rural people’s access to first and second tier social 
supports very important to their coping repertoire and subsequent health outcomes.  
 
A significant advantage to the use of a telephone service is that a person can decide to 
seek assistance and receive it whenever and wherever the need arises with complete 
anonymity (Hambly, 1989). Geographic distance and isolation are no obstacle to people 
benefiting from being linked to telephone support at all times (Community Services 
Victoria & Health Department Victoria, 1988). The worldwide growth in telephone 
counselling services and the increasing calls to these services each year seem testimony to 
their utility and effectiveness with callers. It also points to the services having an 
important role maintaining health and wellbeing in the communities from which these 
people call.   
 
3.1.5 Gender differentials in calls. 
Many telephone counselling services report their callers are generally women 
(Rosenfield, 1997). In Yugoslavia, males have been reported to call their generalist 
telephone counselling and referral service at about half the rate of females. Calls by males 
were made to a similar Los Angeles service significantly more often than in Yugoslavia, 
but women were still over represented. The difference was suggested to reflect less 
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prejudice against, and greater acceptance of, emotional problems in the men of Los 
Angeles (Tekavcic-Grad et al., 1988). Ullmann and Garrison (1976) reported 77 percent 
of the callers to a US telephone counselling and referral service were female. The reason 
for the gender differential in use is not clear, but females have been noted to take health-
related action much more often than males (Titulaer et al., 1997). Kliewer, Lepore, 
Broquet, and Zuba (1990) have also used such an explanation for their findings of greater 
use by females of a help line for children.  
 
Lifeline observes that women tend to have a wider circle of friends and reach out to 
emotional help. With men, their primary relationship is often the only source of emotional 
support increasing their vulnerability if this relationship breaks down (Lifeline Australia, 
2002a). This view is backed by the literature on the topic, which suggests males generally 
get their emotional needs met by their spouses and partners. However, females more often 
get their emotional needs met by their female friends. Relative to women, men are said to 
report that their spouse is their only confidant, and to claim they never had a confidant 
outside their immediate family. In general men and women are more likely to rely on 
females as their primary sources of emotional support (Vandervoort, 2000). Females have 
also been reported to have a greater tendency than men to reuse telephone counselling 
services (Apsler & Hoople, 1976). The increased use by females of telephone counselling 
services seems congruent with findings that women generally appear to be better than 
men in providing and receiving emotional support (Vandervoot). The evidence seems to 
suggest that if isolation from supportive relationships were the only driver of calls to 
these services then it might be expected that more men would call more than women. 
However, this does not seem to be the case and, therefore, there must be more factors 
involved with use of these services.  
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McLennan (1991) found that students who did not seek help of face-to-face counselling 
had lower levels of emotionality and perceived problem seriousness than those 
participants who did seek counselling. Thus, emotionality and problem seriousness would 
seem to be predictors of counselling use. As males generally seem to be less aware of 
their problems and emotional needs it might be expected that they use the services less 
frequently. Therefore, the differential use of the telephone counselling and referral 
services by gender would be congruent with females generally seeking emotional 
supports more often than men. Indeed, it has been reported that male callers may need to 
experience significantly higher intensity of stress than females before initiating a call to 
telephone counselling services (Ullmann & Garrison, 1976). Alternative, Ullmann and 
Garrison suggest that women are exposed to more stressful events than men. Both 
explanations seem to point to stress and its reduction being involved in help-seeking 
behaviour to telephone counselling services. 
   
3.2 Generalist Telephone Counselling Calls as a Potential Indicator of 
Health and Wellbeing 
The evidence provided in the previous section suggests that telephone counselling is a 
vibrant and accessible community health service that has played an increasing role in 
health and welfare provision within Australia and elsewhere. There is a belief that 
telephone counselling and referral services have value in the community, and this seems 
to be verified by the literature reviewed on the subject. For these reasons and more, it has 
been suggested that telephone counselling services may also be a useful repository of 
internal data for social indicators. 
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It has been suggested that intake data from telephone counselling services may be used 
either in its present form or with minor modifications as the basis for useful evaluations 
(Apsler & Hoople, 1976). McGee (1965) was one of the first to suggest that suicide-
prevention telephone counselling service data might be used to assist with developing 
primary prevention programs, community education, and community consultation. King, 
Morgan, and Smith (1974) then applied McGee’s contention to general telephone 
counselling data. A generalist telephone counselling service’s call data was utilized by 
King et al. because it contained a greater variety of individual problems and crisis 
situations. King et al. (p. 54) suggested that:  
(1) data collected from calls to a community telephone counselling centre could be 
used as a tool to assess changes in the incidence of general and specific types of 
mental health problems in the community; 
(2) such assessments could be made within a short time and they cost very little; 
and, 
(3) the information collected from recording changes in the incidence of mental 
health problems can be used to institute treatment and prevention programs. 
Statistical analysis conducted by King et al. was only able to confirm their hypothesis that 
the volume of types of calls made to a centre showed significant fluctuations over time. 
The researchers were unable to determine whether those fluctuations reflected real change 
in the community.          
 
When telephone counselling data from specific ‘type two’ (Coman et al., 2001) services 
have been analysed it appears that it can yield useful predictors. For example, King (1977, 
p. 80) used counselling call data as a “societal monitor” to identify a community problem 
with unwanted pregnancy. Rodman, Frost and Jakubowski (1998) used calls to a ‘nurse 
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hot line’, in the US, to show that call volume may prospectively identify an outbreak of 
disease in the community. The Rodman et al. findings suggested telephone hot lines could 
be used as ‘sentinel’ of increased illness in various conditions within populations.   
 
Lazar and Erera (1998) used generalist telephone counselling for an examination of social 
support in Israel. Calls from non-married persons (64.7%) were almost twice those for 
married persons (35.3%). Their findings are consistent with others (Kliewer, Lepore, 
Broquet & Zuba, 1990; Lifeline Australia, 2003; Teare, Garrertt, Coughlin, Shanahan & 
Daly, 1995) that show generalist telephone counselling services basically provide social 
support to the large majority of their callers, rather than acute crisis or suicide 
interventions. Lazar and Erera suggest generalist telephone counselling services fill an 
important niche in providing social support to the community. Indeed, Dominish (2001) 
suggests the Lifeline service provides a support system to its callers. It seems most 
telephone counselling and referral lines service very heterogeneous populations (Apsler & 
Hoople, 1976), which is one of the factors making them an interesting case study for the 
examination of social support (Lazar & Erera, 1998) and for potential social indicator 
development (King, et al., 1974). However, there is still little empirical evidence relating 
to the social support role of these services and their ability to provide data for valid and 
reliable social indicators. This thesis will contribute to further knowledge in these areas.          
 
In Australia there has also been a belief that generalist telephone counselling services 
could provide data and statistics to the wider community. A review of telephone 
counselling and referral services by Community Services Victoria and Health Department 
Victoria (1988, p. 11) found that “telephone counselling information and referral services 
play a vital role in supporting people through crisis”. The Review also found the 
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information and referral role of telephone counselling and referral services “is a critical 
one and is rightly perceived by most services providers as extremely important” (p. 11). 
Lifeline Australia was cited in the report as being an important provider of generalist 
telephone counselling and referral services within Australia, and a possible provider of 
data for the wider community.  
 
Lifeline’s telephone counselling and referral services began in Sydney in 1963, in 
response to a clear need for a service to provide immediately accessible, 24 hour, 
community crisis counselling. This important national service, which compiles a variety 
of data on the calls to its many centres, may offer an innovative and unique window to 
Australian’s health. The important health and wellbeing role of generalist telephone 
counselling and referral services in the community, suggested by the literature presented 
in Part 1 of this chapter, may mean that the utilization of information from their calls 
could provide insight into the health issues and the needs of the individual callers and 
their communities. As mentioned earlier in this chapter, health service utilisation rates are 
presently important sources of health indicators. It is not uncommon for health and 
welfare organizations (for example, hospitals, GPs, health centres, psychological services, 
Medicare, etc.) to provide administrative information and data (Staines & Jarup, 2000) for 
social indicators to The Australian Bureau of Statistics (Castles, 1992), other 
organizations (for example, planning authorities, local government, health organizations, 
etc.) (Community Services Victoria & Health Department Victoria, 1988; Young & 
Byles, 2001), and social researchers (for example, see Vinson, 1999; Young & Byles, 
2001). However, criticism can arise due to much of the available data being for acute and 
tertiary-level interventions (Rogers, et al., 2001). The use of generalist telephone 
counselling and referral service call data for social indicators at a more primary health 
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level may be possible. Such an idea has been proposed before within Australia, but has 
not been explored in any detail. 
 
The review of telephone counselling information and referral services (Community 
Services Victoria & Health Department Victoria, 1988) made a number of 
recommendations for the telephone counselling and referral services to help in providing 
statistics to local government, service organizations, government departments for policy 
and planning purposes. The aim of many of these recommendations was to enable the 
production of comparable data for statistical use from telephone counselling and referral 
services such as Lifeline. The report recommended the statistical package developed by 
Lifeline Melbourne be adopted as a model for other providers. However, the 
recommendations do not appear to have been further explored regarding the collecting 
and use of such data. This thesis takes up this challenge with the support of industry 
partners Lifeline Australia Inc., UnitingCare – Lifeline Ballarat, and the Australian 
Research Council.   
 
Part 2 
3.3 Australia’s Lifeline 
From the evidence presented in Part 1 of this chapter it is clear that telephone counselling 
services have earned their place in the community mental health network and are now an 
integral part of that system. However, the ways in which these services can be used to the 
greatest social advantage are still in need of clarification (Hornblow, 1986), in particular 
the potential for generalist telephone counselling and referral services to provide new 
indicators of health. Telephone counselling was hailed as a new concept in mental health 
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in its response to community need (Lester, 2002), and this can be seen in the birth and 
growth of Australia’s Lifeline telephone counselling and referral service. The previous 
sections presented the thesis that generalist telephone counselling services data can be 
used for social indicators. Lifeline Australia’s service was specifically identified as 
having such potential.  
 
The Lifeline’s telephone counselling and referral service grew from humble beginnings in 
Sydney Australia to now be a leading national and international organization in its field. 
The service was founded in 1963 by the Rev. Dr Alan Walker in response to the death of 
Roy Brown (Lifeline Australia, 2003; Walker, 1967). Its recently introduced computer 
based ‘Client Services Management and Information System’ (CSMIS) (Cameron, 2001) 
collects a wide range of call information on the enormous number of calls that reach 
Lifeline counsellors each year. For many reasons Lifeline Australia’s telephone 
counselling and referral service seems an ideal service to test the thesis that generalist 
telephone and counselling service call data can be used as a source for social indicators. 
 
3.3.1 Lifeline’s history. 
On a Saturday night the Reverend Alan Walker received a call from a desperately 
unhappy Brown. Walker arranged to meet Brown in three days time, as he was convinced 
that the man would benefit from some guidance. However, just before the meeting was 
planned to take place, police contacted the Reverend by telephone to inform him the body 
of Brown had been found in a flat in Sydney’s Kings Cross. Brown had been found with a 
message lying on his chest that read: 
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I’m afraid my faith has failed me. Please pray for me. I am terribly afraid. Suicide is not 
the easy way out, as many people believe. The pressure of the past week has been too 
much for me. A job and a $150 would have saved me, but I just don’t believe I am worth 
it. I am a failure. I am leaving the world unwanted, unloved and without hope. (Walker, 
1967, p. 8). 
  
This experience was Walker’s motivation for establishing a counselling service that could 
be accessed by phone any time of day or night. He placed a notice in a Sydney newspaper 
that week that read as follows. ‘Help is as close as the telephone. You don’t have to be 
alone. Someone who cares is available 24 hours a day’ (Lifeline Australia, 2003). Thus, 
Lifeline began in response to community need with its first centre opening in Sydney in 
1963 (Lifeline, 2003). 
 
Lifeline’s commitment to the community continues into the present. The Rev. Dr. 
Walker’s original vision for Lifeline centres being embedded within communities they 
serve and using the generosity of the people in those communities to deliver services 
relevant to those communities is now reality (Walker, 1967). The organization has spread 
internationally to 15 countries to date (Lifeline Australia, 2002a). In the more than 40 
Lifeline member centres in all Australian states and territories, any day, any time, 
between 60 and 100 volunteer Lifeline counsellors are available to callers across 
Australia on the 13 11 14 number (available from anywhere in Australia for the cost of a 
local call on a landline). Figure 3.1 presents the location of these centres and their sub-
centres within Australia. Table 3.1 presents a listing of the geographic location of each 
Australian Lifeline call centre and sub-centre, the centres ARIA scores and category, 
service region, and estimated population. This table was produced for this thesis by the 
 81
author with the assistance of centre information available on the Lifeline Australia 
Website. A sub-centre is a call centre that is administered by a Lifeline member centre. 
The heart of the Lifeline organization is the in-house trained volunteer telephone 
counsellor (Lifeline Australia, 2003). The volunteer status of the Lifeline counsellors is 
shared with counsellors in other similar services (Walsh, 1982). Each Lifeline member 
centre is run by independent community organisations and is accredited by Lifeline 
Australia Inc. Up to eighty five percent of a centre’s finances may come from the sale of 
recycled goods, in local Lifeline shops, while the rest is provided by donations from 
clubs, schools, and individuals (Lifeline Bundaberg, 2003). Major sponsors and 
government are also involved with provision of finances to Lifeline Australia Inc. and 
member centres (Lifeline Australia, 2003). 
 
Picture deleted due to in compatibility with adobe reader 
 
Figure 3.1.  Location of Lifeline centres and sub-centres in Australia.  
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Table 3.1 
Lifeline Australia Centres and Sub-Centres.   
 
Location of centre State Sub-centre Populationa ARIA Score ARIA Categoryb Service Area 
 
Adelaide 
 
SA 
 
No 
 
 1,000,127 
 
0 
 
HA 
 
Adelaide Region 
Albury NSW No      42,148 .7 HA Albury Wodonga Region 
Alice Springs NT No      24,648 6.00 R Northern Territory 
Balgowlah NSW No         6,260d 0 HA Manly/Warringah/Pittwater 
Ballarat VIC No      72,999 .27 HA Ballarat/Western Region 
Bathurst NSW No      27,999 1.26 HA Central West Region 
Bendigo VIC No      68,715 .35 HA Central/Mallee Region 
Brisbane QLD No 1,508,161 0 HA Brisbane Region 
Broadbeach QLD No    376,533 0 HA Gold Coast 
Broken Hill NSW No      19,834 3.24 A Broken Hill Region 
Bundaberg QLD No      44,556 2.07 A Bundaberg Region 
Burnie-Sumerset TAS Yes     18,095 2.08 A Burnie Region 
Cairns QLD No      98,981 3.00 A Cairns Region 
Caboolture QLD No     16,519 .64 HA Caboolture Region 
Canberra ACT No      30,919c 0 HA Canberra and ACT 
Charleville QLD Yes       3,519c 10.38 VR Charleville Region 
Coffs Harbour NSW No     26,083 2.08 A Coffs Harbour Region 
Dalby QLD Yes       9,731 1.45 HA Dalby Region 
Devonport  TAS No    21,575 1.78 HA North West Tasmania 
Dubbo NSW Yes    34,232 2.40 A Dubbo Region 
Geebung QLD Yes      4,084 0 HA Brisbane Region 
Geelong VIC No  130,194 .18 HA Geelong/Otway Region 
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Table 3.1, continued 
 
Location of centre State Sub-centre Populationa ARIA Score ARIA Categoryb Service Area 
 
Gladstone 
 
QLD 
 
Yes 
     
    26,625 
 
1.7 
 
HA 
 
Gladstone Region 
Gordon NSW No        6,385d 0 HA Hornsby/Ku ring gia 
Hamiliton NSW No       4,536 0 HA Newcastle/Hunter Region  
Hervey Bay QLD Yes      36,109c 1.91 A Hervey Bay Region 
Hobart TAS No   126,048 1.21 HA Hobart/Southern Region 
Ipswich QLD No     65,694 0 HA Ipswich and West Moreton 
Lismore NSW No     27,358   .79 HA Northern Rivers Region 
Karratha WA Yes     10,796d         9.0  R Northern WA 
Lithgow NSW Yes    11,033         1.34 HA Lithgow Region 
Mackay QLD No    57,649         3.7   MA Mackay/Whitsunday  
Maroochydore QLD No  169,931 .65 HA Sunshine Coast 
Maryborough QLD No    21,191        1.66 HA Fraser Region 
Melbourne  VIC No     3,160,171          0 HA Melbourne Region 
Morwell VIC No    13,527        1.08 HA Gippsland Region 
Mt Gambier SA No    22,751        2.24 A South East Region 
Narellan NSW No      3,653d          0 HA Macarthur Region 
Nowra- Bomaderry NSW No    24,765 .67 HA Nowra Region 
Orange NSW Yes    31,970        1.62 HA Orange Region 
Parramatta NSW No     18,292d          0 HA Western Sydney Region 
Penrith NSW No     11,620d          0 HA Penrith Region 
Perth WA No     1,176,542          0 HA Western Australia 
Port Augusta SA No    13,194        2.5 A Central SA/NT 
Port Macquarie NSW No    37,982        1.64 HA Mid Coast Region 
Port Pirie SA Yes    13,263        2.57 A Port Pirie Region  
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Table 3.1, continued 
 
Location of centre State Subcentre Populationa ARIA Score ARIA Categoryb Service Area 
 
Rockhampton 
 
QLD 
 
No 
 
   59,475 
 
1.49 
 
HA 
 
Central Queensland 
St George QLD Yes     2,781 7.54 R St George Region 
Surry Hills NSW No   14,977d 0 HA Sydney Region 
Tamworth  NSW No  32,543 1.71 HA Tamworth/Northern Inland 
Taree NSW Yes  16,658 1.68 HA Taree Region 
Toowoomba QLD No  89,338c   .29 HA Darling Downs/Central  
Townsville QLD No  135,142 3.00 A North Queensland 
Warrnambool VIC No  26,843 1.31 HA South West Region 
Warwick QLD Yes  12,011 1.29 HA Warwick Region 
Whyalla SA Yes  21,271 2.45 A Whyalla Region 
Wollongong NSW No 228,846 .19 HA South Coast Region 
Wyoming NSW No      9,031d .18 HA Central Coast Region 
 
a Population figures given reflect the centres location or statistical local area (SLA) (CDATA 2001) (ABS, 2003) populations, where not otherwise indicated,  and do not 
reflect the larger populations each centre may service.     
bHA (highly accessible); A (accessible); MA (moderately accessible); R (remote); and VR (very remote)   
c Population figure provided for derived suburb (CDATA 2001) (ABS, 2003) 
d Population figure provided for urban centre locality (CDATA 2001) (ABS, 2003)
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3.3.2 Calls to Lifeline Australia.  
Lifeline’s telephone counselling and referral service is in great demand. In a typical 24-
hour period more than 1,000 calls will be answered (Lifeline Australia, 2002a). Lifeline 
Australia reports answering a total of 450,289 calls during the 2002-2003 financial year, 
which was an increase of eight percent on the previous year (Lifeline Australia Inc., 
2003). Lifeline Australia is reported to receive about 24,000 suicide related calls per year. 
However, these calls are claimed to make up only between four to nine per cent of the 
total calls to Lifeline (Lifeline Australia, 2003). The number of suicide related calls has 
been suggested to have increased greatly since 1996 (Turley, 2000).  
 
The calls to the service can be on a wide variety of issues and most calls (up to 80 
percent) are said to be about personal issues concerning the caller (Lifeline Australia, 
2002a). Females outnumber male callers by about two to one for general calls to the 
centres, but in the 40-50s age group the numbers are reported to be about equal (Lifeline 
Australia, 2002a). Female callers with mental health issues are also overrepresented 
relative to men (Lifeline Australia, 2002b). Stein and Lambert (1984) have suggested the 
availability of telephone crisis services may be related to a reduced suicide rate for 
women. The reason for the marked gender difference that appears in telephone 
counselling use seems to have no definitive explanation, as noted earlier in this chapter.  
 
It was reported that in the wake of the tragic 2003 Canberra firestorm, the local Lifeline 
centre received a surge in calls involving anxiety and humanitarian concerns (Lifeline 
Australia Inc., 2003). In addition to the Lifeline telephone counselling service, a number 
of counselling-based interventions were made available to residents in the aftermath of 
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the fires (Woodger, 2003). Lifeline reported in the wake of the disaster that although 
people no longer called the centre specifically about the bushfire directly, the centre’s call 
rates continued to be significantly increased in the following months (Lifeline Australia 
Inc.). This may suggest that the service’s calls might be used as an indicator of social 
distress or community crisis. The increase in calls during and after the Canberra fire storm 
would seem to indicate that a change in call volume can be associated with community 
distress and the need for external sources of social support to relieve that distress. This 
idea will be pursued in the following chapter. 
 
Two out of three callers phone the Lifeline service overnight or on weekends (Lifeline 
Australia Inc., 2003, Lifeline Australia Inc., 2005). This statistic may suggest that callers 
use the Lifeline service when the availability of other social support is reduced or 
unavailable and that the service seems to provide support for callers who are experiencing 
distressing situations while their access to other sources of support are unavailable. This 
might indicate support for the earlier inference that Lifeline is perceived as a last resort in 
the search for support. A striking feature of the calls to Lifeline is the proportion of callers 
who are not in an intimate relationship or who had experienced significant relationship 
breakdown (Lifeline Australia, 2003), which could indicate a reduction in the caller’s 
social support base. As detailed in Chapter 2, reduced social support may have a 
detrimental effect on a person’s ability to deal with stressors.  
 
3.3.3 Lifeline and mental health. 
This sub-section presents reports from industry partners Lifeline Australia and Lifeline 
Ballarat on Lifeline’s role in mental health. It would be useful to have call statistics from 
each Australian Lifeline centre. A comparison of centre statistics might indicate 
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variations in call patterns, which, in turn, might indicate areas with particular strengths or 
expressed needs. Thus, producing call statistics for each Lifeline Australia centre could be 
a valuable contribution to the literature. Current limitations of Lifeline’s data and reports 
are detailed later in the chapter.           
 
Lifeline Ballarat reports 31 percent of all calls, in a twelve month period in 2002 and 
2003, involved some form of mental health issue (Kilfoyle, 2003). A conservative 
estimate of the proportion of calls addressing ‘mental health issues’ has been reported at 
around 27 percent of all calls received nationally (Lifeline Australia, 2002b). However, 
from the reports it is not clear what ‘mental health issues’ means or how the figures were 
derived. Hindess (1973) notes, it can be misleading to assume that the meaning of a 
category would be the same for different observers. Therefore, careful description of 
methods used to arrive at such figures would seem warranted to help avoid 
misinterpretation of such statistics. Callers with mental health problems, not necessarily 
clinical, are believed anecdotally to be much higher than these figures suggest. Some of 
the callers disclose information such as formal mental health status to counsellors, but 
others may not be aware of such problems or may not wish to disclose this information in 
a call. In 2002 a random sample of 210 Lifeline Sydney calls indicated that 69.5 percent 
suffered from high levels of non-specific psychological distress, as measured by the 
Kessler 6-point Questionnaire of non-specific psychological distress. This figure is far 
greater than that reported for the general population (Lifeline Australia, 2002b). This 
finding would again seem to indicate that distress is involved with Lifelines calls. Lifeline 
Australia reports that current evidence indicates Lifeline is a general community service 
with an important role in responding to the mental health needs of its callers (Lifeline 
Australia). This claim appears to be supported by the data from the service. However, just 
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what basic need of the callers is met by Lifeline and similar services is not as apparent. It 
seems callers contact a generalist telephone counselling services for many reasons.  
 
The Ballarat call centre statistics for March 2003 indicate ‘mental health’ and 
‘relationships’ were the dominant caller issues to the Ballarat call centre (Kilfoyle, 2003). 
Figure 3.2 presents the percentage of calls nationally in each Lifeline call category 
(Lifeline Australia, 2002a). This summary indicates that calls involving health and 
relationships (self and society, adjustment and loss, family, abuse, and violence) make up 
a large part of the service’s recorded call issues. For a breakdown of the sub-issues that 
make up each of these major issue categories in CSMIS, see Appendix B. Relationship 
crisis and aloneness are reported by Lifeline Australia (2002a) to be their most prominent 
caller themes nationally. These prominent call themes may be a clue to the basic need that 
is being met by the service.   
 
 
 
 
 
 
Figure 3.2. Percentage of calls nationally in each Lifeline call issue category.    
 
One in four Lifeline callers contemplating suicide reported receiving concurrent support 
by a psychiatrist. Nearly half indicated that a relationship problem was the most 
significant precipitating event during a follow up one week after a suicide call (Turley, 
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2000). Mental health callers to Lifeline are said to be more likely than other callers to be 
single, and they are also more likely to talk about loneliness than any other issue (Lifeline 
Australia Inc., 2003). It has been proposed that people with psychiatric illness are not as 
well equipped as others to create and maintain social support (Rosenfeld, 1997). It would 
seem logical, therefore, that people with mental health problems would be substantial 
users of a service such as Lifeline, particularly if it were a source of social support to this 
potentially lonely and socially isolated group of callers. Turley (2000) notes concern that 
callers at risk of suicide reported more links to professional (formal) help than informal 
supports. Turley reported as few as one in four suicide callers received support from 
family members. The high use of formal professional sources of social support by these 
callers gives some credence to the contention that many callers to the service are socially 
isolated from informal support. Turley also reported that a large proportion of callers 
were not assessed to be at a moderate to high risk of suicide. This may indicate that 
Lifeline plays a role in providing support and attending to sources of distress, possibly an 
intervention that may reduce further escalation of the crisis (Turley, 2000). Wilson and 
Deane (2005) also suggest that this type of intervention may lessen the impact of client 
risk before it has the chance to develop into more long-term mental health problems and 
behaviours. 
 
3.3.4 Lifeline’s social role?  
The Ballarat and national Lifeline data presented in this chapter are the product of 
statistical outputs from the recently introduced Lifeline computerised Client Services 
Management Information System (CSMIS, Cameron, 2001). Lifeline operates in the 
belief that every person has the right to be heard and understood with compassion and to 
receive competent care in time of need (Lifeline Australia, 2003). Lifeline’s vision is to 
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contribute to inclusive communities — helping more people give and receive care 
(Lifeline Australia Inc, 2003). Lifeline serves all persons of whatever age, gender, or 
religion with problems they may wish to share with its telephone counsellors (Lifeline 
Bundaberg, 2003). This generalist nature of the Lifeline service marks it from other ‘help 
lines’ or telephone counselling services.     
         
The success of Lifeline Australian’s counselling and referral service has spurred its 
international growth, and there are now 250 centres in 15 countries (Lifeline Australia, 
2002a). Lifeline is often cited in literature on telephone counselling for its place in the 
establishment and provision of telephone counselling and referral services (see for 
example: Bobevski & Holgate, 1997; Coman et al., 2001; Carver, 1995; Community 
Services Victoria & Health Department Victoria, 1988; Lester, 2002; Rosenfield, 1997). 
Farberow (1970) suggests that one way to evaluate the effectiveness of such services is 
from their ‘visibility’, or community awareness of the existence of the service. A random 
telephone survey in a non-metropolitan area of Australia found almost 90 percent of 
respondents were aware of the Lifeline service (Watson & McDonald, 2004). However, 
response rates were poor for the survey and those who knew of the service may have self-
selected to take part. Lifeline Australia’s reputation as a generalist telephone counselling 
and referral service, its accessibility to all Australians, its wide range of callers and call 
issues, geographical coverage, and role in community health and referral suggest its calls 
may be a useful reservoir of social data. The recently installed CSMIS in Lifeline centres 
gives further impetus to this idea. 
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3.4 Lifeline’s Call Data: CSMIS 
Each Lifeline centre has the capacity to collect and store a large amount of data about 
their calls in the recently installed computerised Client Services Management Information 
System (CSMIS) (Cameron, 2001). This system and other data sources available to 
Lifeline see it as having the potential to meet recommendations for such services to 
produce and disseminate regular data for community and government policy planning. 
However, there are only a small number of mandatory variables available in CSMIS, 
which must be entered by the counsellors. This section begins an examination of CSMIS 
system and the extent of its usefulness.  
 
3.4.1 Lifeline as a recognised source of social data. 
The report for Community Services Victoria and The Health Department Victorian (1988) 
made a number of recommendations for telephone counselling and referral services. 
These recommendations were aimed at enabling the services to provide statistics to local 
government, service organizations and government departments for policy planning 
purposes. A further aim of the recommendations was to enable the production of 
comparable data by these agencies for statistical uses. Other recommendations from the 
report that are relevant to the present research are (No. 39) that all services should 
develop and maintain an adequate statistical system on calls, (No. 40) that statistics 
should be collated monthly and compiled at least annually, and (No. 44) that telephone 
counselling information and referral services participate in local and regional community 
information and community provision networks by: 
• Providing information from their statistics to local government and   
       community service organizations. 
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• Providing information from their statistics to departments for policy and planning 
purposes through regional offices. 
• Collectively reporting to government via the co-ordinating body. 
It was shown in Chapter 2 that the general need for such data to be used for social 
indicators still exists. Lifeline has upgraded its old data collection system, used at the time 
of the 1988 report, to one that seems to offer the researcher even greater scope for social 
data collection and research.  
 
3.4.2 CSMIS. 
CSMIS is a comprehensive case management facility designed to deliver the data 
required for informed decision-making by all the people and organizations involved in the 
delivery of welfare services. Human Services Computing developed this version of 
CSMIS with the assistance of Lifeline Brisbane (Cameron, 2001). CSMIS was introduced 
from the first call January 1, 2002 at the Ballarat Call Centre, in Victoria. The system was 
introduced to 90 percent of the other centres throughout Australia by June 2002. The 
Lifeline Melbourne call centre is believed to be the only centre to not be producing 
CSMIS data at the time of writing (14-04-2005) (Lifeline Australia, 2003). The data 
potentially collected in CSMIS is large, and it would seem to have many possible uses. 
This system is also supplemented by other data sources compiled by Lifeline centres. For 
a complete listing of all possible Lifeline data sources and their various components 
please see Appendix B. The various CSMIS screens and listing of each variable in 
CSMIS are also presented in Appendix B.   
 
The telephone counsellors in each Lifeline centre can log a wide variety of variables 
about the calls they receive into the CSMIS. The possible data available in this system 
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would seem to have the potential to have many and highly varied uses. However, the 
CSMIS has only six compulsory fields and this will mean many other fields that could be 
useful will have missing data. The compulsory or mandatory entries in CSMIS are: 
• Date (entered by default when opening a new record);  
• Start Time (entered by default when opening a new record) and end time; 
• Gender; 
• Age (exact or estimate); 
• Relationship Status; and, 
• At least one Lifeline Australia (LLA) Set Issue (general): 
a. Adjustment and Loss 
b. Family Challenges 
c. Behaviour Problems 
d. Health & Disability 
e. Abuse and Violence 
f. Practical Help 
g. Life Direction 
h. Self and Society 
i. Community Crisis  
j. Non-counselling Calls 
(Cameron, 2001) 
The situation with mandatory variables may be more extensive than this list shows, and 
‘caller focus’ (family member, friend, professional helping role, and self) and suburb and 
postcode may be mandatory variables in some centres’ CSMIS (for example, the Ballarat 
centre). There are further limitations with the data sets that must be taken into account 
before any of its data could be considered for potential indicators. These limitations were 
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used to assist the present project to focus on the most desirable and reliable possible 
variables for use as indicators from the multitude of possible variables available in the 
CSMIS and from other sources.  
 
3.4.3 Potential limitations of the present CSMIS data. 
The first step in providing evidence of the value of an instrument is to demonstrate that 
measurement of individuals on different occasions, or by different observers, or by 
similar parallel tests, produce the same or similar results (Streiner & Norman, 1991). 
With around 5,000 possible volunteer Lifeline counsellors contributing to the data entry 
into CSMIS across Australia (Lifeline Australia, 2002a), there seems real opportunities 
for inconsistency with data entry at the individual level to occur. The entry of estimated 
age and not exact age is requested to be entered by counsellors at the Lifeline Ballarat 
centre (Kilfoyle, 2003). This would seem to be a centre specific directive and may 
indicate that their can be differences in data collection practices at the Lifeline centre 
level. With more than 40 centres being run by diverse organisations and management this 
would seem possible. Therefore, the reliability of the CSMIS call data may be questioned. 
As the reliability of a data source is a fundamental requirement for choosing and using 
social indicators (Bauer & American Academy of Arts and Sciences, 1966; Black & 
Hughes, 2001), reliability of CSMIS call data must be an important consideration. 
 
A further consideration and potential limitation is that non-mandatory CSMIS variables 
(for example, severity of call, social supports, regular caller, suicide and mental health 
screen, etc.) may be entered. Some examples of these include suicide risk and mental 
health information, which at face value could be potentially valuable information. Indeed, 
King et al. (1974, p. 54) suggested that “data collected from calls to a community 
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telephone counselling centre could be used as a tool to assess changes in the incidence of 
general and specific types of mental health problems in the community”. However, as 
non-mandatory variables, mental health and suicide information may not be entered in the 
CSMIS for all calls. Thus, missing data for the non-mandatory entries such as caller’s 
mental health must be expected. This could be a real limitation to a measure that was 
drawn from it, or analysis done using it. Subjective data entry would seem to be a further 
potential limitation to the CSMIS data’s reliability. An illustration of this can be seen in 
the case of the postcode variable.   
 
3.4.4 Adding a spatial dimension to the Lifeline data. 
It was concluded in Chapter 2 that objective, reliable and cost effective group measures 
that can be use at the small area level could be a valuable tool to supplement or replace 
survey research and a reliance on Census data for health study. It would seem that 
although the CSMIS does seem to offer a cost effective group measure, its data may not 
be very objective and clearly could have serious reliability problems. Moreover, the use 
of CSMIS data at any area level smaller than the centre catchment level would not seem 
to be justified at this time.  
   
An important example of the need for subjectivity in data entry of variables in CSMIS can 
be seen for the cases of area code and suburb. Unless the callers freely give the counsellor 
information on their place of residence the counsellor cannot base their entry on objective 
information. In such cases, which make up the vast majority of calls to the service, the 
counsellor will have to base the entry on a subjective estimation of the variable. The 
region of the call, which is known from the telephone line it was received on, gives 
objective help in this decision at some centres. However, these regions are vast. In the 
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case of the Lifeline Ballarat centre, this is an area that stretches from the Melbourne 
outskirts, around Bacchus Marsh, to the South Australian border as far north as Nhill, 
which provides a highly diverse catchment for calls. The Grampians Healthcare Region, 
which covers much of this call catchment, covers approximately 47,980 square kilometres 
(DHS, 2004a). Figure 3.3 presents a map of the state of Victoria and shows the 
Grampians Healthcare Region in green. This huge area can only be delimited into roughly 
two halves by using the telephone line the call was received on as a guide. The entry in 
CSMIS requires a location (city, town, or suburb) within a catchment region. Thus, some 
amount of guesswork must go into such entries. This is important to the present study and 
the possible indicators that might be produced from CSMIS. Accurate information on a 
caller’s location will be required for any indicator that hopes to identify conditions in 
small geographic areas. Thus, the reliability of the caller location variable becomes 
important in such studies. Poor quality or unreliable data on this important variable could 
affect the validity of any subsequent study or measure produced from it, and could 
seriously compromise its findings.    
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Figure 3.3  The Ballarat call centre’s primary call catchment area.  
However, the location variable in CSMIS is not the only source of geographic 
information about calls. Lifeline centres also receive a Telstra CD-ROM from this major 
sponsor of the service. This source of data holds very accurate and reliable call 
information that would allow calls to be geographically located to a local or major 
telephone exchange catchment. For a list of the data held on the Telstra Analyser please 
refer to Appendix B. However, at this time there is no practical way to link the CSMIS 
and Telstra data. 
 
While the CSMIS system seems to offer a potentially valuable source of call data, the 
data’s subjective nature and poor reliability seems to place a limitation on its validity for 
comparative studies or its use for social indicators. It would seem the use of Telstra data, 
assisted by the CSMIS mandatory data where necessary would produce the most reliable 
variables for comparative studies and/or geographically based social indicators or index 
production from Lifeline calls at this time. 
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3.5 Where to From Here? 
Lifeline clearly has a recognised capacity and potential to provide social information 
about its calls. Data from the service appears to have properties that would make it 
suitable for this purpose, such as its national coverage and cost effectiveness of collection. 
While it is recognised that the CSMIS data has limitations, it must be noted that this 
situation could be expected with any generalist service’s call data where calls are 
confidential and anonymous. These features of the service are common to generalist 
telephone counselling and referral services and are, therefore, not unique to the Lifeline 
service. Indeed, it could be argued that the lessons learned from an exploration of the 
Lifeline service and its data could be applied to all similar services. Thus, despite the 
limitations of the Lifeline CSMIS data, Lifeline would seem a good potential candidate to 
further test the thesis that generalist telephone counselling services can provide data for 
social indicators.  
 
Due to the need for subjective data entry in CSMIS and missing data, its reliability could 
be questionable. Further, the reliability of applying CSMIS data at the small area level 
seems to be problematic and this would limit the potential uses of the CSMIS data for 
social indicators. Therefore, the Lifeline Telstra data was identified as having the 
potential to be an objective and reliable source of information on calls for small areas. 
The Telstra data has the potential to indicate the total number of calls (both successful and 
unsuccessful) received from a local area. While this Telstra data cannot be linked to 
CSMIS cases, which could enable CSMIS data to be accurately spatially delimited, it 
could have practical application for social indicator construction in its own right. 
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Johnston (1979, p. 34) claimed that mapping the calls to a generalist telephone service 
“should indicate where individuals are unable to obtain counselling locally”. Johnston 
found higher socio-economic status areas were associated with high probabilities of fewer 
calls than expected. It would seem then that a call rate indicator produced from Lifeline’s 
Telstra data could be used to identify an area’s expressed need for the service. From these 
call rates it might then be possible to infer something about the community within the 
area. In Chapter 2 it was suggested that individual action, in this case the calls to the 
Lifeline service, can reflect something of the nature and structure of their societies 
(Prichard, 1995). Following up on the Johnston study and investigating the potential to 
use call rates as a social indicator would seem a potentially productive direction for this 
thesis. However, an explicit theory of how call rates could be used in this way would need 
to be expounded, as the Johnston (1979) study failed to provide theory to support its 
claims. As noted in Chapter 2, Bauer and the American Academy of Arts and Sciences 
(1973) claimed that incomplete models were a common deficiency of social indicators.  
 
3.6 Conclusion 
In this chapter telephone counselling services were shown to play an important role in 
community health and wellbeing by providing a unique and equitable health service with 
high accessibility. Chapter 2 identified that there was a need for continuing social indictor 
development and that the data needed for such indicators might be found in national 
collections or at local levels. Evidence was presented that generalist telephone 
counselling and referral service call data seemed to have the potential to be used for social 
indicators. Lifeline Australia’s generalist telephone counselling and referral service was 
shown to be well regarded and a well known national service with call data that had been 
identified as a potential source of social information. Possible limitations to using 
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Lifeline’s data sources in this way were identified. However, potential ways for this data 
to be used by the thesis were proposed. 
 
This chapter also detailed a number of characteristics that seemed to be involved with 
generalist telephone counselling and referral use, most notably social isolation and stress. 
An explicit theory of generalist telephone counselling and referral use was not available 
in the literature, but seemed desirable. Therefore, the following chapter will develop an 
explicit model of generalist telephone counselling and referral use. This model would 
then be used to make predictions and help direct analysis of Lifeline data. The model 
would also be used as a basis for a theoretical foundation to the proposed small area call 
rate indicator that was identified as being a prospective social indicator in this chapter. 
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4 
 
 
Theoretical Perspective and Methodological Considerations: 
Towards a Model of Generalist Telephone Counselling Service 
Use 
 
 
4.0 Introduction  
In the previous chapter the Lifeline Australian telephone counselling service was 
identified as a generalist telephone counselling and referral service. Generalist telephone 
counselling and referral services are community agencies offering 24-hour assistance, 
usually free of charge, to the public for any issue they may wish to discuss with their live 
interactive counsellors. The service was shown to have attributes that would seem to 
make it a suitable source of call data to test the proposal that generalist telephone 
counselling service call information could be used for social indicators. The evidence 
presented in the chapter pointed to a call rate indicator as having potential to be produced 
at the small area level. However, it was not clear what concept this indicator would 
identify. The chapter also identified that there was no model of generalist telephone 
counselling and referral use available in the literature. However, it was posited and argued 
throughout the chapter that distress and the need for social support to mediate that distress 
could be explanatory variables in the use of these services. 
 
As there was no satisfactory model or theory of generalist telephone counselling use that 
could be used to identify those in the population who might use these services, the 
production of such a model or theory would be a contribution to the field of telephone 
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counselling. A model of generalist telephone counselling and referral use seemed 
desirable for this thesis for pragmatic reasons also. A model of use would contribute to a 
theoretical foundation to the proposed call rate indicator and would offer a source of face 
validity to the indicator. It was noted in Chapter 2 that Bauer (1973) identified incomplete 
models as a common deficiency of social indicators. Although generalist counselling 
services are claimed to meet the ‘psychological needs’ of those who call (Bates, 1978), it 
was not clear what specific psychological need or construct was being addressed by such 
services. The retroductive research strategy (Blaikie, 2000) suggests a model of use could 
elucidate such situations. Therefore, this chapter attempts to build a model of generalist 
telephone counselling use that can be utilised to understand the service’s use and provide 
a theoretical foundation to the proposed call rate indicator.  
 
This chapter first looks at the retroductive research strategy of Blaikie (2000) and why it 
was deemed an appropriate strategy to use in exploring generalist telephone counselling 
and referral service use. The literature on counselling is then outlined to ascertain if it 
could contribute to a model of generalist telephone counselling and referral use. The 
chapter then looks at the literature on help-seeking behaviour to see what it may be able 
to contribute to such a model. The chapter then presents a ‘stress theory of service use’ 
and builds a comprehensive model of generalist telephone counselling and referral service 
use. Using this model a number of hypotheses are generated. Hypotheses and major 
research questions are presented at the end of the chapter. 
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4.1 Towards a Retroductive Model of Telephone Counselling and Referral 
Use  
There was not an explicit model of telephone counselling and referral use available in the 
literature or theoretical explanation for its use. A conceptual model of telephone 
counselling and referral use could offer a theoretical cause for calls to these services. This 
outcome would be valuable for various reasons. It was proposed in Chapter 3 that caller 
distress seemed to be involved with calls to generalist telephone counselling and referral 
services. It would seem to be unwise to assume that everyone in the population who is in 
distress or even crisis would use a generalist telephone counselling and referral service. If 
it is not the case that everyone in distress or crisis calls these services, then who will and 
under what circumstances? If an indicator was to be drawn from the call data of a 
generalist telephone counselling and referral service, to which part of the population 
would it apply? It was suggested in the previous chapter that a call rate indicator seemed a 
reliable and objective indicator for small-areas. However, what would a call rate measure 
indicate and which group in the population would it relate to? These questions seem to be 
fundamental ones that would need to be answered before the data from a generalist 
telephone counselling and referral could be reasonably used for social indicators. 
Therefore, a model of generalist telephone counselling and referral would seem a very 
useful tool, particularly if it could identify those in the population likely to use these 
services and under what circumstances this would occur. Such a model might be used 
outside this project to assist these agencies to focus their activities, to better meet the 
needs of their clients. A model of generalist telephone counselling and referral use would, 
therefore, be a contribution to the field of telephone counselling. Further, it would be an 
important contribution to the validity of any proposed social indicator drawn from this 
source.  
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4.1.1 A retroductive research strategy. 
 
The retroductive strategy is associated with the philosophical approach of Scientific 
Realism. Scientific Realism can be distinguished from other approaches to social enquiry 
by its ontology. The Realist ontology suggests “the ultimate objects for scientific enquiry 
are considered to exist and act independently of scientists and their activity” (Blaikie, 
2000, p.108). Realist epistemology is founded on the building of models of mechanisms. 
The models comprise hypothetical descriptions that may reveal the underlying 
mechanism and structures that produce events. The aim of the Realist approach is to 
explain observable phenomena with reference to these underlying structures and 
mechanisms. The Realist epistemology views “laws as expressing tendencies of things, as 
opposed to the conjunction of events advocated by positivism” (Blaikie, p. 108). The 
value of a hypothetical model is that it gives direction to the research and the retroductive 
researcher something to look for. There is no explicit explanation or theory on why callers 
use a generalist telephone counselling and referral service. However, it is important that 
an understanding be gained of the fundamental mechanisms that produce calls to 
generalist telephone counselling and referral services. The retroductive strategy is used to 
search for these unknown and more fundamental underlying phenomena. Therefore, the 
retroductive strategy would seem appropriate to apply in this case.  
 
The retroductive research strategy is summarised as follows by Blaikie (2000). The 
applicability to this project of each step in the strategy is stated. 
1. “In order to explain observable phenomena, and the regularities that obtain 
between them”, in this case the use of generalist telephone counselling and referral 
services, researchers “must attempt to discover appropriate structures and 
mechanisms” responsible for the observation (p. 110). 
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2. “Since these structures and mechanisms will typically be unavailable to 
observation, it is necessary to first construct a model of them, often drawing upon 
already familiar sources”. A reason for use of generalist telephone counselling and 
referral is observable from ‘issue’ that is recorded as being responsible for each 
call. However, this work assumes there is a more complex reason for use, as the 
issue alone cannot explain calls in a more general way. For example, there are 
approximately 80 specific possible issues that could be assigned to a call. Thus, to 
find the general reason that underlies the specific reason people use these services 
we must rely on a model drawn from other available sources (p. 110). 
3. “A model is such that, were it to represent correctly these structures and 
mechanisms, the phenomena would be causally explained”. The model in our 
specific case should be able to explain the use of generalist telephone counselling 
and referral at a more fundamental underlying level of causation than the call issue 
assigned to each call in CSMIS (p. 110). 
4. “The model is then tested as a hypothetical description of actually existing entities 
and their relations. To do so, it is necessary to work out further consequences of 
the model, that can be stated in a manner open to empirical testing”. From the 
model of generalist telephone counselling and referral produced this work will 
draw hypotheses, presented at the end of this chapter, which can be tested in a 
quasi-experimental way using existing CSMIS and social data (p. 110). 
5. “If these tests are successful, this gives good reason to believe in the existence of 
these structures and mechanisms” (p. 110). 
6. “It may be possible to obtain more direct confirmation of these existential claims, 
by development and use of suitable instruments”. The call rate indicator proposed 
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may be such an instrument and other potential instruments to confirm the claims 
about the model may become apparent (p. 110). 
7. “The whole process of model-building may then be repeated, in order to explain 
the structure and mechanisms discovered”. In this specific case the model will be 
evaluated using steps five and six and proposed amendments or alternative models 
then suggested if necessary (p. 110). 
 
It is recognised that a retroductive strategy has been applied in the natural sciences to 
study unobservable entities such as subatomic particles. Indeed, Blaikie (2000) claims 
that a retroduction strategy appears to be more easily applied in the natural sciences. 
However, it would seem that it could be applied in this case to identify constructs that 
may be involved with generalist telephone counselling and referral use, but without the 
physical structural element that seems redundant in this project’s use of the strategy. An 
examination of what counselling aims to do would seem to be a potentially enlightening 
way to begin to build a hypothetical model of generalist telephone counselling and 
referral use.    
 
4.1.2 Theories of counselling and motivation and the calls to Lifeline.  
Many counselling theories share a common assumption that restabilising or making new 
bonds with others and community is a fundamental part of therapy (Corey, 2001). For 
example, Glasser (2000) believes that love and belonging are a primary need, and he 
proposed that all people require this need to satisfy their other needs. In support of such a 
claim, ‘belongingness’ (Maslow, 1968) and attachment (Bowlby, 1973) have been 
theorised to be fundamental human motivations. For much of human history, survival has 
depended on integration into social groups (Lakey & Cohen, 2000). Reality therapists, 
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such as Glasser, assume one fundamental underlying problem with all clients; their 
relationships, or the lack of them. Therefore, accessing counselling might be viewed as an 
indicator of the client’s relationship problems or related issues. 
 
From the data reported in the previous chapter, it can be seen that calls involving 
relationship based issues make up a large part (approximately 63 percent of counselling 
calls) of the Lifeline service’s recorded call issues. In support of this assertion 
relationship crisis and aloneness are reported by Lifeline Australia (2002a) to be their 
most predominant caller themes nationally. This apparent overt focus on relationship 
problems in the calls to generalist telephone counselling services supports the contention 
that telephone counselling services such as Lifeline are dealing with callers who have 
issues surrounding their bonds or associations with others. However, the data presented in 
the previous chapter suggests that people call for many reasons to seek social support, 
hence the generalist label. Therefore, it may not be appropriate to label all callers to these 
services as having relationship related problems. However, a problem with the caller’s 
relationship to others is consistent with the social isolation theme that was noted as being 
a potential explanatory variable for use in Chapter 3.   
 
While it might be argued that all calls reflect the caller’s relationship problems, this 
would not seem to answer the questions posed in the introduction to this chapter. For 
example, it tells us little about the population the callers are drawn from. It seems 
improbable that everyone, or even most people, with a relationship problem call a 
generalist telephone counselling service. Therefore, there must be more to the explanation 
of these services’ use. Indeed, there would seem to be multiple elements which could 
assist with understanding telephone counselling use, and thus, the prediction of who will 
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use such services. The literature on help-seeking would seem to offer a useful model, the 
Health Beliefs Model, which could be used to form a framework for the proposed model 
of telephone counselling and referral use.    
 
4.1.3 Help-seeking behaviour. 
The Health Beliefs Model (HBM) (Becker & Rosenstock, 1984) is one of a group of 
social cognitive theory (Bandura, 1986) models in which a set of cognitive processes 
operates to transform intentions into behaviour. An emerging view suggests that 
constructs within these associated models are similar in many ways. The individual’s 
perceptions and cognitions have a primary role in the models, and environmental or 
situational factors then operate to encourage or discourage the behaviour (Purdie & 
McCrindle, 2002). The HBM includes beliefs or perceptions that are said to combine to 
predict health-related behaviours. They are: 
1. perceived susceptibility to the disability or disease;  
2. perceived severity of the disability or disease; and, 
3. perceived benefits of health-enhancing behaviours.  
(Brannon & Feist, 2000).  
 
It has long been known that the distance a client is from a mental hospital is associated 
with its rates of use, the greater the distance the less the use (Fraser, 2002). Young et al., 
(2001) examined national data and report a gradient towards poorer access to various 
types of medical services with increased distance from a major population centre. 
Availability of service and economic factors continue to be recognised as possible 
contributors to health differential. In Chapter 2 it was shown that these factors are not 
distributed evenly throughout communities. However, the reason for the occurrence of 
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health differentials in Australia seems not to be answered simply by the availability of 
such services (Baum, 1999). In line with the HBM, it would seem rural Australians, 
overall, use and choose health and medical services on the basis of not only their need for 
them, but also their perceptions of them and the value they place in them (Humphreys, 
Mathews-Cowey & Weinand, 1997). The level of rurality and gender were also found to 
be characteristics associated with the choice and use of doctors’ services. Males in 
isolated communities ranked geographical access to doctors’ services as their most 
important consideration in seeking care (Humphreys et al., 1997). Such findings would 
support the HBM and the perspective that geographical access is only one issue, perhaps 
the most important to some, involved with help-seeking behaviour.   
 
The HBM has been applied to accident and emergency attendance (Mechanic, 1978; 
Walsh, 1995; Zola, 1973), with results suggesting that attendance is “at the end of a 
logical decision-making sequence influenced by external factors” (Walsh, 1995, p. 698). 
Zola (1973), Mechanic (1978), and Walsh (1995) all express the importance of access and 
availability in decision making with regard to seeking medical assistance. Siminski et al. 
(2005) report that GP availability and affordability may be given as reasons for 
emergency department use. Such elements would seem to be important to the use of 
generalist telephone counselling and referral services as indicated in Chapter 3, and might 
be included in a model of its use. Zola (1973) and Walsh (1995) have both reported the 
importance of clients having been persuaded to attend the service by their significant 
other. In the HBM social support is seen as an important factor in determining likelihood 
for action (Purdie & McCrindle, 2002). Zola (1964) reported the influence of others as a 
trigger in a person’s decision to seek medical care. This would seem to reinforce the 
significance of social support to health, in that it can contribute to help-seeking and 
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medical aid behaviour. However, it will be shown in the results chapter that referral to the 
Lifeline service by informal and formal resources do not appear to be a major source of 
calls.  
 
Other contextual factors found by Walsh (1995) to influence the attendance at accident 
and emergency departments were convenience, shorter waiting period for attention, GP 
closed or not available, and no GP, or that they were greater than 25 miles away. The 
proposal that even accident and emergency care use is influenced by external contextual 
factors to the individual health state (compositional effects) (Wainer & Chester, 2000) 
gives support to the psychosocial and HBM perspectives of contextual factors playing 
some role in help-seeking. Moreover, contextual factors seem to have the ability to 
influence health-related behaviours and would, therefore, need to be incorporated into any 
proposed model of telephone counselling use.         
 
The HBM may be a suitable framework on which to build our model of telephone 
counselling and referral use. The perceived susceptibility stage of the traditional HBM is 
used in conjunction with the particular health risk that is to be explained (for example, 
contraceptive use). As there is no identifiable health risk in this case, identified major risk 
factors that could trigger the use of the service might be used in their place. Relationship 
problems could then be included and perhaps health, which were identified in Chapter 3 
as a major call issue. The model of generalist telephone counselling and referral use 
(MGTCRU) using these elements is presented in Figure 4.1. However, this basic model 
seems to have no place for perceptions such as preparedness to use the service or 
situational factors such as the availability of a phone, which would seem to be associated 
with service use. While these elements might be added to the susceptibility part of the 
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model, this seems to be mixing reasons or events involved with the need to seek help with 
factors that encourage or discourage the specific behaviour. Therefore it would seem to be 
better to separate these parts. Further, stress became apparent in Chapter 3 as an important 
contributor to use. However, where to place this element in the present model is unclear, 
but it would seem to be at the benefits stage, which is at the end of the model. Further, 
severity of the condition the caller is calling about would seem to vary from acute 
(presently life threatening) to no current or future threat to life. The idea of a continuum 
of severity will be addressed in Chapter 8. It would seem the HBM is not appropriate for 
the task of explaining the use of telephone counselling and referral service use on its own. 
A modified HBM might help address this problem.         
  
  FFoe      
+ + + 
Susceptibility 
For example: 
Relationship  
Health 
Social support 
Severity 
 
? 
Benefits 
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Figure 4.1.  Model of Generalist Telephone Counselling and Referral Use 
(MGTCRU) based on the Health Beliefs Model.  
 
4.2 A Relationship Between Stress and Calls: Towards a Stress Theory of 
Calls  
Stress, suggested to be mediated by psychosocial factors such as social support 
(Barnfarther & Ronis, 2000) and its reduction, must be seen as a further factor that might 
be considered as a reason for calling Lifeline or similar services. Carver (1995) reported 
indications of positive effect on restoration of equilibrium from the single call to a 
counselling service. This was shown by the maintenance of lower stress levels, changes in 
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behaviour, improvements in perceptions of the seriousness of the problem and satisfaction 
with life and with counselling. Indeed, telephone use generally has been identified as 
having the capacity to reduce anxiety and loneliness (Aronson, 1971; Moyal, 1992). 
Further evidence was provided in Chapter 3 that callers to these services can have higher 
levels of stress than would be considered normal. Lazar and Erera (1998) suggest that the 
founders of a generalist telephone counselling and referral service in Israel worked to a 
philosophy that every person who phones the service is in distress, and, therefore, may be 
considered in crisis. For the present, this is also assumed to be the case. 
 
The findings and reports presented support the theory that distress and its reduction, or a 
return to equilibrium with the assistance of social support from the service, are a principal 
motivation for calling a counselling service. Many theories view motivation in terms of 
drives (Weiten, 1998). Drive theory posits organisms, including humans, are driven or 
pushed into action by the need for homeostatic behaviour. One of these motivational 
theories that grew from Drive theory is Arousal theory. Arousal theory posits motivation 
is due to changes in neural excitation from a norm or optimum point. The concept of 
crisis and the theories that surround it would seem to be a potential source to further 
contribute to our model.     
 
4.2.1 Crisis and problem solving.  
It has been suggested that telephone counselling works within a model of crisis 
counselling (Lester, 2002). This work has assumed that all callers to generalist telephone 
counselling and referral services are in distress and can, therefore, be considered to be in 
crisis.  
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According to Caplan (1964), a person is constantly faced with a need to solve problems in 
order to maintain equilibrium. When the person is confronted with an imbalance between 
the difficulty (as they perceive it) of a problem and their available repertoire of coping 
skills, a crisis may be precipitated. If alternatives cannot be found, or if solving the 
problem requires more time and energy than usual, disequilibrium is said to occur. The 
disequilibrium associated with the crisis causes an increase in inner tension and signs of 
anxiety and inability to function during the emotional upset (Caplan). Psychological 
disequilibrium is said to be characterised by feelings such as anxiety, helplessness, fear, 
confusion, inadequacy, agitation, and disorganisation (Smead, 1988). Such feelings of 
fear, shock, and distress in the crisis situation can lead to contact with counselling 
services (Gilliland & James, 1988).     
 
A crisis is any situation that calls for a response that is at least temporarily outside the 
repertoire of the individual (Kalafat, 2002). The crisis call may, therefore, point to the 
client’s failure to deal with the problem at the centre of the call. A second characteristic of 
crisis is that it is not defined by a particular event. No event is universally experienced as 
a crisis. Even the death of someone loved, while stressful, is only a crisis if the individual 
has no internal or external resources for coping with it. No one has developed an entire 
repertoire that will allow them to deal with all situations. However, all individuals have 
repertoires that have strengths and vulnerabilities. It is said that crisis is fluid, and the 
individual in crisis either gets better or gets worse (Aguilera & Messick, 1986; Caplan, 
1964; Gilliland & James, 1988; Lester, 2002).  
 
Caplan (1964) proposed a stage theory to explain the stages most people in crisis 
experience. Crises are aggravated by the fact that the person in crisis is not only upset by 
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the event, but also by their inability to cope or respond effectively. Increasing anxiety and 
confusion marks each successive stage. This, in turn, creates cognitive constrictions 
(tunnel thinking) that interfere with problem solving. The first stage of crisis is called the 
impact stage. In the impact stage the individual is confronted with a particular event, 
situation, demand, or threat that the individual responds to with their usual coping 
techniques, which may not be satisfactory or simply do not work. This may lead to 
mobilizing new responses, such as internal or external resources to seek help. Such help-
seeking behaviour at times of crisis may mean contact with coping resources such as 
telephone counselling and referral services. If an effective response is not produced the 
individual may proceed to further worsen and develop symptomatic behaviour such as 
withdrawal or engaging in destructive behaviours (for example, suicide, self-harm, 
substance abuse) (Lester, 2002). In these more acute stages of crisis the person may also 
initiate a call to a generalist telephone counselling service such as Lifeline, which may 
provide suicide intervention. Lifeline’s phone number is displayed on the inside cover of 
the Telstra phone directory (White Pages, 2002), with other emergency numbers. It can be 
seen that telephone counselling may be used at any stage of a crisis.  
 
It would seem that a crisis involves a problem that calls for a response that is at least 
temporarily outside the repertoire of the individual. John Dewey (1910, cited Aguilera & 
Messick, 1986) proposed the classical steps or stages of problem solving:  
• a difficulty is felt;  
• the difficulty is located; 
• possible solutions are examined; 
• consequences are considered; and, 
• a solution is accepted. 
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As callers to a generalist telephone counselling and referral centre are believed to be in 
crisis, the crisis model might help to build the model of use. It was noted in this chapter 
that Walsh (1995) claimed that attendance at emergency departments was “at the end of a 
logical decision-making sequence influenced by external factors” (p. 698). If a problem 
solving approach can explain emergency department use it might also be useful in our 
case. Therefore, the problem solving steps of Dewey and crisis stages of Caplan might be 
utilised in the model of generalist telephone counselling and referral use. 
 
Rather than limit the particular event, situation, demand, or threat that may be the 
problem or stressor triggering the crisis as being associated with relationship, health, or 
any other issue used in the CSMIS the ‘problem is felt stage’ of Dewey’s model could be 
used to cover such events. This would seem to cover the variety of issues that may be 
involved with use. The callers to generalist telephone counselling and referral services 
can have problems that are ill-defined. Indeed, the second step of the basic helping model 
of crisis counselling, after establishing rapport, is to define the problem (Kalafat, 2002). 
The caller in crisis then may not have been able to identify their main issue or problem at 
the time they contact a counselling service, however, they are presumed to be in distress 
or a state of disequilibrium when they do make contact. Therefore, the ‘difficulty is 
located’ stage of Dewey’s model may not be applicable to its application here. Therefore, 
the ‘possible solutions are examined’ stage of Dewey’s model might substitute for 
‘sources of assistance are examined part’ of the model. The adapted model of use is 
presented in Figure 4.2 to reflect these ideas.   
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A Problem is Felt 
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Explored  
Benefits 
Figure 4.2. The adapted MGTCRU (Model 1).  
 
This change would seem an improvement on the original model based solely on the 
HBM. The MGTCRU now has a place for distress/crisis at its beginning and is open to 
more sources of crisis that may trigger calls. However, the second stage seems too general 
to have much explanatory value and needs more detail. It was noted in Chapter 2 that 
people generally utilize sources of social support in an ordered way beginning with the 
closest informal sources of support where available. It was also noted Chapter 3 that 
generalist telephone counselling services meet an important need by providing support to 
socially isolated people. These elements may be able to provide more detail to the 
MGTCRU at the ‘possible sources of social support examined’ stage.       
 
4.2.2 Telephone counselling services as a ‘last resort’. 
It had been posited and argued throughout Chapter 3 and this chapter that emotional 
distress, and the need for social support to mediate that distress, is a primary motivation 
for calls to generalist telephone counselling services. There is congruence between the 
perspectives that social support provides assistance that can mean the difference between 
good or poor health outcomes (Carver, 1995), and the type of support provided by 
telephone counselling and referral lines such as Lifeline. Bobevski and Holgate (1997) 
offer a simple definition of telephone counselling as a mode of personal helping. This 
definition seems to sum up the role of generalist telephone counselling and referral 
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services as a potential contributor to social support networks, which were defined by this 
thesis as the people from whom an individual can reasonably expect to receive help in a 
time of need (Cunningham & Barbee, 2000). The emotional, practical and informative 
dimensions of social support (Landmark et al., 2002) seem to be met in telephone 
counselling by the counsellors’ empathic listening and emotional support combined with 
information and referrals to other agencies (Kinzel & Nason, 2000). In support of this 
contention, Coker et al. (2002) argue that all those who work in healthcare are 
participants in social networks. The findings of Croker et al. suggest that expressions of 
support, both informal and formal, to vulnerable women may prove effective in 
preventing further harm. Ko and Lim (1996, p. 264) point out that for people living alone 
and with little or poor social support, the “Helpline” can act as a source of support.  
 
Community strength depends on the members of a community being able to take action 
and provide support for each other. As bonds with family and friends are the primary 
social connections (Black & Hughes, 2001; Cheers, 2000), it is little wonder that an 
individual prefers to seek support from this more primary resource before proceeding to a 
more formal resource in many cases (Cheers; Letvak, 2002). It has been found that people 
with psychosocial problems confide in relatives or friends rather than more formal 
services such as the GP or other professionals (Glass, 2002). Oliver, Pearson, Coe, and 
Gunnell, (2005) have also reported that people prefer to seek lay sources of help for 
minor mental health problems. The Hierarchical Compensatory Model of source 
utilization predicts that people seek the following sources, where available and accessible, 
in the following order (Cheers): 
• partner and adult children; 
• kin with whom they have close emotional and filial 
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      relationships, and emotionally close friends;   
• other kin and friends; 
• neighbours; and, 
• casual acquaintances. 
However, more information on this model and its efficacy could not be found. There may 
be some gender differences in this hierarchy. The most important source of support for 
males has been reported to be that of a partner or spouse, whereas females relied more 
heavily on immediate informal sources such as family and friends (Stansfeld, 1999). The 
idea of a hierarchy of support is congruent with the view, presented in Chapter 3, in 
which social support can be thought of as a three-tier system, the first-tier consisting of 
volunteered support from family and friends. The second-tier of support consists of local 
emergency services, community, and religious organizations. The third-tier consists of 
formal services, which often require a fee (Bushy, 2000). It was argued generalist 
telephone counselling may fit into the second or third-tier.   
 
Telephone use may be seen as more impersonal than face-to-face interactions (Ball, 
1968). Noble (1989) reports that in Australia people sometimes dislike the telephone 
because it can be perceived as an impersonal form of communication. A study to evaluate 
the effectiveness of telephone crisis lines in reaching adolescents reported the most 
common reason given for not calling such a line was that they did not wish to talk to 
strangers (Pence, 1988). The perception of telephone counselling as impersonal was also 
evident in a survey of potential non-metropolitan Lifeline callers in Australia (Watson & 
McDonald, 2004). The study found that the impersonal nature of the service could be 
perceived as a disadvantage of telephone counselling by respondents. The perception of 
the service supplying a ‘last resort’ for callers was also observed (Watson & McDonald). 
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This perception seems to be supported by reports that callers to Lifeline have a paucity of 
informal support (Lifeline Australia, 2002b). A study by Slem and Cotler (1973) 
investigated the differences between those using telephone counselling and those who did 
not. They found those who did not seek help from telephone counselling were more likely 
to seek assistance from parents and other relatives, while those who did use the service 
tended to seek assistance from friends and non-traditional (formal) helping sources. 
 
Comparison of telephone crisis lines in Los Angeles (USA) and Ljubljana (Yugoslavia) 
revealed a disproportionate percentage of divorced and separated callers to both services. 
They also reported fewer married people call both services than expected for the general 
population. The authors proposed a possible explanation for the results by stating that 
such groups are recognized as being in a less stable emotional state than the married 
group (Tekavcic-Grad et al., 1988). It is well understood that the intimacy and caring that 
usually is characteristic of a loving relationship such as marriage can be a continuous 
source of social support (Sarafino, 1994). The results from the comparative study show 
that while the two crisis services were geographically distant, they did not seem to differ 
very much in their callers’ problems nor the callers who need and ask for their help 
(Tekavcic-Grad et al.). This may suggest that such lines are used in a predictable manner 
to meet similar needs no matter where the geographic location of the service may be. This 
seems to suggest support for the proposal of a model of generalist telephone counselling 
and referral use.  
 
The ‘stress theory’ of calls offered in this chapter shares elements with one offered by 
Farberow (1970) regarding chronic suicidal persons. He suggested that generally the 
chronic suicidal person operates at a low level of self-destructiveness. The exception to 
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this pattern occurs when the person experiences greater levels of stress. At this time the 
person’s behaviour is more unpredictable and their demands immediate and pressing. 
Farberow suggest that the chronic suicidal person is likely to have exhausted their 
“possible sources of support, so that resources and additional help are nonexistent” (p. 9). 
Thus, such a person requires a continuing relationship with an agency or someone that 
can be available immediately to offer support. Such a role is clearly in the domain of a 
generalist telephone counselling service such as Lifeline.  
 
Regular (or repeat) callers to telephone counselling and referral services provide support 
for the perspective that the lines offer a source of social support to socially isolated 
callers. In crisis theory, it is suggested that resources that have served the person in the 
past fail. Regular callers may be seen as examples of clients who have adopted generalist 
telephone counselling services as a regular, if sometimes temporary, part of their 
psychosocial resource base. They use these services world wide, and in the case of 
Lifeline and other services policies can mean restrictions on length and frequency of calls 
are sometime enforced for particular cases (Lester, 2002; MacKinnon, 1998). Some of the 
regular callers may be well known to the counsellors and staff of the relevant centres, and 
may call at regular times across the day. Such regular callers seem a good example of 
socially isolated individuals who are likely to become dependent on formal sources of 
social support (Black & Hughes, 2001; Farberow, 1970). These callers may represent 
people in the community who have little or no formal or informal support, and therefore 
have nowhere else to turn for social support in their times of crisis. With insufficient 
informal or formal bonds to meet their need for social support and interaction they may 
become dependent on telephone counselling as an alternative source of support. 
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There have been a small number of studies that have directly tested hypotheses 
surrounding calls to telephone counselling and referral centres and their association with 
social support. A study of a generalist telephone counselling line in Israel found 
unmarried callers made multiple and single calls to the service at a greater rate than 
married callers. The study had predicted that as singles had been recognised as having 
less social support, they would, therefore, use the service with greater frequency than 
married callers (Lazar & Erera, 1998). This finding and the reason given for the 
difference in use is congruent to that of Tekavcic-Grad et al. (1988), previously 
mentioned, and Lifeline Australia, which have also reported two thirds of their callers 
identifying themselves as single, separated or divorced (Lifeline Australia, 2002a). From 
the data presented it would seems that people without the protective effects of intimate 
and family relationships will use telephone counselling services with greater frequency 
than those with these sources of support.   
 
Johnston (1979) used a classical urban ecology method to characterise the callers to a 
generalist telephone counselling service and referral service by the areas of the city of 
Christchurch in New-Zealand from where they called. This was achieved by inferring the 
pattern of local community structure in the city from a map of the call rates to the service 
and its similarities with the areas recognised characteristics. Johnston (1979) predicted 
that significant spatial concentrations of users of the telephone counselling and referral 
service would indicate areas where community links are generally weak. Calls from areas 
in the city were used by Johnston to form a call rate index. The rationale for the index was 
that as the service “provides counselling for those with problems who normally might be 
expected to seek advice among their friends, acquaintances, and kin within their local 
community” (p. 34). Johnston suggested that calls should then indicate where individuals 
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are unable to obtain assistance locally. Therefore, spatial concentrations of calls would 
identify areas where “community support is apparently absent” (Johnston, p. 34). The 
findings of the study confirmed the general view regarding the relative strength of 
communities examined. However, spatial variations in reasons for calling the service 
were not found to be so clear-cut. 
 
In light of the information provided in this section it would seem that the call to Lifeline 
would be more likely if the caller is socially isolated from informal sources of social 
support. Indeed, the call might be thought of as representing a ‘last resort’ in the search 
for social support to assist in the caller’s time of crisis. Thus, it would seem to be useful 
for the MGTCRU’s possible sources of social support to display this characteristic, as is 
shown in Figure 4.3. This stage would indicate potential callers utilize personal and 
informal assistance if they were available before initiating a call to a generalist telephone 
counselling and referral service. Johnston (1979, p. 34) suggests that the caller’s problems 
might “normally” be expected to be dealt with by the assistance of friends, neighbours, 
and family within their local community. This assumption seems to be supported by the 
literature on social support and The Hierarchical Compensatory Model of source 
utilization (Cheers, 2000). Therefore, the call to Lifeline may be an indicator of the 
caller’s social support network’s failure to assist with the call issue or problem. Thus, 
failure of the caller’s social support network might be inferred from personal calls to a 
service. This would provide more of a framework to explain who in the population makes 
use of telephone counselling and referral centre’s services. Indeed, increases in the use of 
and the growing number of telephone services could be attributable to a weakening of 
traditional sources of social support such as the church, family, and community (Ouchi & 
Johnston, 1978; Walker, 1967). 
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Figure 4.3. The MGTCRU (Model 2).  
 
Cheers (2000) suggested that most people use both informal and formal supports, 
choosing their supports according to the specific need they have. This would seem to 
make sense intuitively and they may use an implicit or explicit check list as shown in 
Figure 4.4 to identify a source of support applicable to the situation they face. This step 
would correspond to the “cost benefit analyses” conducted in the ‘consequence examined 
stage’ of the HBM (Walsh, 1995, p. 698).   
 
Throughout this thesis there had been a number of variables identified, such as stigma, 
which may influence help-seeking behaviours. It also became apparent that contextual 
variables can influence help-seeking behaviours. A detailed list of variables that could 
help to identify those who would go on to use generalist telephone counselling, after they 
fail to find support at the possible sources of assistance stage of our model, are explored 
and added to the model in the following sub-section.  
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Possible Sources of Social                           Consequences of Help-  
Support Examined from                                Seeking Examined Against:               
Hierarchy 
 
 
 
 
        
 
 
 
 
 
  
 
• Perceived need 
• Availability  
• Accessibility 
• Accommodation 
• Affordability 
• Acceptability 
 
 
 
Second Tier 
Third Tier 
First Tier  
Figure 4.4.  Possible sources of support and interaction with consequence stage 
of a MGTCRU. 
   
4.2.3 Factors that may influence access to generalist telephone counselling 
and referral use. 
In the previous sub-section it was suggested that the call to a generalist telephone 
counselling service might be used to infer a failure of the caller’s social support resources 
to deal with the crisis they are experiencing. For the MGTCRU to be able to identify 
further those in the population who may access generalist telephone counselling and 
referral services, the external (environmental or contextual) and personal (compositional) 
variables that may influence use need to be made explicit. Locke, Spirduso, and 
Silverman (1987) present a HBM-based intervention model for adolescent pregnancy, 
which labels these types of variables as “modifying factors” (p. 232).    
 
Generalist telephone counselling services such as Lifeline were noted in Chapter 3 to be 
24 hour, seven day a week, 365 days a year services, and that this was an important 
 125
attribute contributing to access to these services. However, these services can have over-
demand for their counsellors (Hoy, 1990; Lester, 2002) that may make the service 
unavailable to the caller at times of need. Further, other generalist telephone counselling 
and referral services may operate within set hours. Thus, a service must be available to 
take the client’s call for it to be used. Further, the caller will need to have a telephone 
available and need to be aware of the service to make the call. They will also need to be 
prepared to use the service. A caller with access to a generalist telephone counselling 
service, who has a telephone available, and is aware of the service would not be expected 
to use it if they perceive its use to be inappropriate for whatever reason. Use of the service 
in the past would suggest that the potential caller was prepared to use the service and this 
could then also help predict use. A caller who had used the service before must be aware 
of the service and have shown a preparedness to use it. If these modifying factors are 
present then a call becomes more likely. As past use of the service is potentially a 
predictor of future use, after the call has been made a loop back to the start of the 
MGTCRU might be established. This may be true if the problem is not solved or if the 
caller has continuing problems to solve or stress to reduce, but is without alternative 
sources of support to assist them. This step could explain the repeat callers who call many 
times in a short period or over a longer time period and those who have adopted the 
service as part of their ongoing social network.  
 
The final proposed MGTCRU, using elements of the HBM (Becker & Rosenstock, 1984), 
crisis theory, and Dewey’s (1910, cited Aguilera & Messick, 1986) ‘stages in problem 
solving’, is presented in Figure 4.5 and represents diagrammatically the proposed 
sequence of events preceding a Lifeline call. The updated MGTCRU presented in Figure 
4.5 displays the modifying factor stage and the call to the service that may occur if these 
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factors are present. To explain repeated use of the service the model has a link from the 
‘final call to the service’ stage to the initial ‘problem is felt stage’. Thus, after a call is 
made the caller may begin the process again leading to another call. 
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Figure 4.5.  MGTCRU (Final). 
 
4.2.4 Conclusion.  
In its final form the MGTCRU offers answers to the questions that were posed at the 
beginning of this chapter. It was proposed that if it was not the case that everyone in 
distress or crisis call generalist telephone counselling services, then who will? Also, the 
question was posed that if an indicator were to be drawn from the call data of a generalist 
telephone counselling and referral services then to who in the population would it apply? 
The MGTCRU indicates that we might be able to answer both of these questions with the 
same response. The caller to the service is likely to be distressed. The callers to the 
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service are likely to be socially isolated from informal sources of social support and have 
access issues with the more formal services. They will have access to a phone, awareness 
of the availability of the service, be prepared to use the service, and possibly have used 
the service or similar service before. This profile of a generalist telephone counselling and 
referral service caller gives a more detailed description of who in the population may use 
these services. Now the project has a clearly articulated model of general telephone 
counselling and referral use it might be used to direct and underpin the predictions and 
results in the following sections and chapters. The following section aims to answer the 
remaining question of what would a call rate measure indicate? 
  
 4.3 Using the MGTCRU 
Chapter Three presented the idea that areal call rates to a generalist telephone counselling 
service could be used as a social indicator. In this section the MGTCRU will be used to 
provide the theoretical framework to understand what the call rate measure could be an 
indicator for.   
 
In the same way that administrative data from a local GP surgery or hospital might be 
used for an indicator of the community health needs or status (Elliot et al., 2000), data 
from generalist counselling lines may also be used. The stress theory of calls and general 
model proposed in this chapter for Lifeline and other generalist counselling and referral 
lines use, assumes that the calls to the services are primarily for social support to reduce 
the client’s distress caused by a failure to solve a problem. The concept of social support 
has been shown to be associated with health outcomes by a variety of studies, 
perspectives, and models presented in this thesis. Lifeline and other generalist telephone 
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counselling and referral services seem to be acknowledged primarily as a service 
providing social support (Johnston, 1979; Lazar & Erera, 1998). 
 
The impersonal and more formal nature of telephone counselling should mean that it 
would generally not be part of a person’s preferred informal and formal social supports 
(such as, family, friends, and GPs). Thus, the call to the service would seem to reflect a 
breakdown of the more usual or traditional sources of social support available to the 
caller. Further, support for such a claim may be inferred from the findings of Farberow et 
al. (1966). Farberow et al. found that more suicidal calls were recorded at night, 
compared to the day when more contacts with others might be expected and more 
professional resources were available. Lifeline Australia has also reported this trend 
(2002a; 2005). A call to a telephone counselling and referral service would seem to, 
therefore, represent isolation from support, whether the social isolation is self-imposed 
due to beliefs, such as possible stigmatisation, or externally imposed as in limited formal 
service access. In this sense the call to the service represents the failure of the caller’s  
coping resources to deal with the issue at the centre of the crisis, as posited in ‘crisis 
theory’ (Aguilera & Messick, 1986). Therefore, each personal call would be an indicator 
of the caller’s expressed need for social support, and the call issue an indicator of the 
stressor or problem that the caller has not been able to deal with by ‘normal’ means 
within their community. Further, from the total calls in an area it may be possible to infer 
the efficacy of informal social supports and other more formal psychosocial resources in 
that location, which may have been expected to aid the callers. This inference is based on 
the assumption that individual action can reflect something of the individual’s 
community. Thus, the calls to the service, or a lack of them, may be an effective indicator 
of a geographical location’s global social support and the community’s ability to deal 
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with personal psychological distress. This claim is similar to that proposed by Johnston 
(1979), that calls are an indicator of the caller’s community and the quality of the support 
available there. The approach of using specified social relationships as an indicator of the 
structure of one’s wider social network is not new. This approach provides a time saving 
over personal in-depth network analysis and has been used to study informal support 
networks (d’Abbs, 1982).   
 
4.3.1 Using the MGTCRU as a theoretical framework for the ‘LISN’ call rate 
indicator.   
This subsection introduces an important product of this thesis, the Lifeline Indicator of 
Social Need (LISN). Community strength narrowly defined refers “to the extent to which 
social relationships and social process within a community maintain and enhance both 
individual and collective wellbeing”, or more broadly the “extent to which all resources 
and processes within a community maintain and enhance both individual and collective 
wellbeing” (Black & Hughes, 2001, p. 30). A strong community is one that has self-
reliance and social responsibility and enhances wellbeing as much as possible from its 
own resources (Black & Hughes). Indeed, Stone and Hughes (2002, p.63) suggest that 
self-reliance is a “defining element of a strong community”. Thus, a strong community 
would be one that is able to deal with its residents’ issues and would have less need for 
support from anonymous external social support such as Lifeline. Therefore, an indication 
of the psychosocial resources available to enhance collective wellbeing in an area might 
be inferred from variations in the call rates between areas to Lifeline, or any other similar 
service. High call rates from an area would suggest inadequate social support resources in 
the community. Low call rates may suggest the availability of other informal or formal 
social supports and buffers in the environment that enable residents to deal with crisis 
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within their own community, which may provoke clients in other communities with poor 
psychosocial resources to call.  
 
In this manner, the proposed call rate indicator produced from Lifeline’s Telstra data 
would measure an element of ‘community strength’ (Black & Hughes, 2001); showing 
the wellbeing at both the individual and collective levels for small areas. This indicator 
would seem to offer a practical alternative to questionnaires for estimating the extent of 
bonds throughout the community. The call rate measure, from this point forward called 
the Lifeline Indicator of Social Need (LISN), would achieve this by tapping into the 
human, social, and institutional capital of an area. The indicator was named the LISN 
because it was hoped it could indicate social need for the service, and because ‘listening’ 
to the community is what the Lifeline service does. The LISN call rates indicate an area’s 
expressed need for social support from the Lifeline service. The calls making up the LISN 
areal call rates, assumed by the MGTCRU to emanate from the ‘social capital poor’ 
(Black & Hughes), ‘socially isolated’ (Rosenfeld, 1997), or those experiencing social 
exclusion (Stone & Hughes, 2002), indicate the various communities’ abilities to meet 
these vulnerable member’s needs. In this way the LISN may also stand alone as an index 
of the global (undifferentiated) functioning of the location’s formal and informal social 
supports. In turn, this should also tell us about an aspect of the community’s strength.   
 
4.4 Direction for Thesis 
The thesis proposed for this project is that telephone counselling and referral call data 
could be used to create social indicators. The Lifeline Australia service and its CSMIS 
and Telstra data were identified as having the potential to further examine this thesis. It 
has been argued that a call rate indicator, the LISN, produced from Lifeline’s Telstra data, 
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has potential to be used as an indicator of the expressed need for social support from the 
Lifeline service for small areas, from which might be inferred something about the 
caller’s community strength. In this way the LISN may prove to be a valuable indicator of 
community strength, which Black and Hughes (2001) and Stone and Hughes (2002) have 
suggested are required. Moreover, the LISN was claimed to potentially be a measure of 
the global functioning of a geographic area’s informal and formal social support 
availability. Social support has been shown by this thesis to be an important construct 
with clear implications to health. Further, the construct is normally measured by survey 
type instruments, which were identified in Chapter 2 as having a number of drawbacks to 
their use. Therefore, it would seem appropriate to explore if the LISN can be produced 
and determine if it has fundamental attributes such as variability of call rates. If it can be 
demonstrated that the LISN had these fundamental requirements or attributes of an 
indicator, then the next step would be to examine properties of the LISN including 
reliability and validity. 
 
4.4.1 Can the LISN be produced for small areas? 
It is desirable for a social indicator to be able to provide information for small areas 
(Black & Hughes, 2001, Carstairs, 2000). This approach enables social conditions in 
small areas to be identified where circumstances may be more uniform. Looking at large 
areas can hide the diversity that exists within them (Fraser et al., 2002; Wainer & 
Chesters, 2000). The ability for an indicator to be constructed for small areas can improve 
its utility. For example, small-area rates can be aggregated up to higher geographic level 
more reliably than trying to produce small-area data from an indicator produced at a 
larger geographic framework. The ABS uses such an approach with their Census Data. 
The ABS use data collected from collection districts, their smallest areal unit, to create 
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larger areal frameworks such as statistical districts or states (ABS, 2001a). Therefore, 
showing that the LISN call rates could be compiled for small areas would seem an 
appropriate first step in establishing its utility.  
 
4.4.2 Variability of the LISN. 
A prerequisite of spatial analysis is that geographic variation in the data be present 
(Haining, 1990). A basic function of social indicators is to provide descriptive reports on 
conditions of society. Social indicators provide measurement of social conditions by 
showing variations in the indicator’s scores (Wilcox, Brooks, Beal & Klonglan, 1972). A 
measure with no variation in its scores has little value as an indicator, as its scores would 
be meaningless. Thus, if there is no internal variation in the LISN call rates, which would 
act as scores in this case, it would be a poor social indicator. Therefore, the LISN rates 
should show variation.     
 
4.4.3 Call rates over time: temporal stability of the LISN.  
It would be useful to create the LISN so that its rates over time could be examined. An 
indicator should show variation over time if the conditions that the indicator purports to 
measure change. The LISN is proposed to indicate the caller’s community strength, or 
more specifically, the community’s global social support resources via the expressed need 
for social support from Lifeline. Therefore, if there were changes in the LISN score that 
matched observations of community improvement over time it would provide support for 
the construct validity of the indicator. However, if there was no evidence of community 
change then it might be expected that the LISN rates should stay relatively stable. ‘Social 
integration’ involves the extent to which an individual participates in a broad range of 
social relationships. Social integration has been shown to be stable over time (Brissette, 
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Cohen & Seeman, 2000). Thus, it would be hypothesised that a positive correlation 
should be found generally between the LISN call rates taken at different times. 
 
4.4.4 The LISN and ARIA: two rival hypotheses.       
The proposed LISN call rates are claimed to show an area’s expressed need for social 
support from the Lifeline service. From the LISN call rates it has been proposed that the 
effectiveness of the area’s global social support might be inferred. It might be 
hypothesised that as the density of people and services reduce in a region the LISN rates 
should generally inversely increase. In social causation and material deprivation theory 
(Elstad, 1998), this would be due to lack of alternative support resources available to the 
caller increasing the need for social support from exterior, impersonal, and more formal 
resources such as Lifeline. Put another way, if material deprivation of formal support 
were associated with the calls, where people and services are most dense it might be 
expected that sources of social support from outside the location would be in less demand. 
However, the opposite result might also be predicted. There is some evidence to suggest 
that social cohesion is stronger in non-metropolitan areas (Vinson, 2004). Further, the 
results of a survey conducted by Cummins et al. (2005) showed that those living in 
accessible and moderately accessible ARIA areas showed greater wellbeing scores than 
metropolitan and remote populations. It also has been reported non-metropolitan areas 
can have a strong sense of resilience (Wimmera Primary Care Partnership, 2004). The 
Victorian Population Health Survey 2001 found rural residents had significantly higher 
social network scores than urban residents (Victorian Government Department of Human 
Services, 2002b). Rural communities are also recognised as more supportive places to 
live (Cheers, 2000; Victorian Government Department of Human Services, 2002b) and 
both males and females living in non-metropolitan Australia have been found to be 
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significantly less likely to say they are unhappy (Wainer & Chesters, 2000). Therefore, it 
seems possible that such factors would buffer populations in accessible and moderately 
accessible areas from the need to seek external support from Lifeline. If the LISN were to 
show a negative relationship with the ARIA in accessible and moderately accessible areas 
it would support the claim the LISN taps into these elements of community strength and 
is more than a measure of the availability of material resources such as formal supports. 
     
The ARIA (DHAC, 1999, 2001) and RRMA (DPIE & DHSH, 1994) geographic 
classification systems consider distance to major service centres and population size in 
their formulation. The systems also assume that small population and greater distance to 
larger service centres will mean less service access and less opportunity for social 
interaction (DHAC, 1999). Relative to highly accessible areas, the ARIA and RRMA 
systems assume that their most remote area classifications will be disadvantaged by 
having little accessibility to goods, services, and opportunities for social interaction 
(DHAC, 1999). Thus, ARIA and RRMA systems are also proxy indicators of social 
interactions and the availability of goods and services. Therefore, a significant positive 
correlation between ARIA and LISN rates would support the above deprivation 
hypothesis for call variation. However, if social support is really greater in rural Australia 
compared to more metropolitan areas, as reported by Vinson (2004) and Cummins et al. 
(2005), and regardless of formal material service deprivation and opportunities for social 
interaction, then the LISN should show a negative relationship with ARIA scores. As the 
LISN is assumed to be an indicator of the availability of social support, showing a 
negative relationship with ARIA would provide convergent validity for the LISN. 
Convergent validity is another property of the LISN that would be necessary before it 
could be considered for use.  
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4.5 Convergent Validity  
Many measures of social support have questionable reliability and validity (Bowling, 
1991). Showing convergent validity for a new measure is the initial step in establishing its 
construct validity (McDowell & Newell, 1996; Murphy & Davidshofer, 1998). 
Convergent validity for a measure can be shown when conclusions drawn from the 
measure are associated with, or similar to, those drawn using another associated measure 
(Black & Hughes, 2001). The aim of construct validation is to show test scores provide a 
good measure of the construct the test or indicator claims to measure. Construct validity is 
indicated when a detailed statement about the relationship between the indicator and a 
variety of concrete, observable measures can be produced (Murphy & Davidshofer). 
Therefore, to further establish convergent validity for the LISN it is expected that it 
should show an association with other theoretically associated measures. 
  
4.5.1 Convergence between the LISN and socio-economic indicators.   
The proposed LISN rates are believed to be theoretically closely related to the multi-
faceted construct of community strength. Social capital is claimed to be a facet of 
community strength (Black & Hughes, 2001; Stone & Hughes, 2002). As argued in 
Chapter 2, social capital can include measurement of the concept of social support. Social 
capital has been reported to be higher in rural areas. However, this pattern is complex and 
it has been found that the most economically disadvantaged have the lowest levels of 
social capital regardless of geography (Onyx & Bullen, 2000). Socio-economic 
disadvantage has been identified in Chapter 2 as being associated with health, for 
example it has been associated with an increased risk of suicide (Commonwealth 
Department of Health and Aged Care, 2000). Geckova et al. (2003) have reported that 
adolescents from lower socio-economic status groups more frequently reported low social 
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support. Wilkinson (1996) argued that socio-economic inequality affects health because it 
erodes social capital, which represents the degree of social cohesion in communities 
(Health Development Agency, 2004). Therefore, a statistically significant positive 
correlation between a socio-economic indicator of disadvantage and the LISN would be 
expected. This result would then provide evidence of convergent validity to support the 
construct validity of the LISN as a measure of an area’s expressed need for social support 
and, therefore, its community strength. 
 
4.5.2 Convergence between the LISN and suicide rates.    
Durkheim (1970/1897) claimed that the suicide rate was determined by the degree that the 
population are bound together in social networks (Cohen et al., 2000; Lester, 2000). The 
LISN is proposed as an indicator of an area’s need for support from the Lifeline service. 
The MGTCRU and the literature on social support suggest that a person is more likely to 
call if they are socially isolated from alternative sources of social support. This 
assumption is supported by previous reports of potentially isolated groups such singles 
and those with mental health issues using the service. Such groups are at increased risk of 
suicide (Bonner, 2000). The use of the service by repeat or regular callers would also 
suggest that callers to the service are potentially isolated from informal support and may 
have little in the way of a social network. Therefore, if callers to the Lifeline service are at 
risk of social isolation, their calls may indicate areas where social networks are weaker. 
This section started by detailing Durkheim’s theory that suicide rates were negatively 
associated with social networks. It might be expect then that communities with weaker 
support networks would have higher suicide rates (Johnson, 1965). Therefore, if the LISN 
indicates communities with weaker social networks, it should show a statistically 
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significant positive association with suicide rates. This would mean that as the LISN rates 
increase suicide rates should increase.              
 
4.5.3 Convergence between the LISN and social cohesion.    
Social cohesion is another concept that has been associated with social capital. Social 
cohesion is a concept that is derived from the work of Durkheim and indicates the 
interdependence between social units (Stone & Hughes, 2002). Social cohesion involves 
measures of how closely people are connected and the degree of trust between them 
(Sampson, 1997; Vinson, 2004). Therefore, it might be expected that a measure of social 
cohesion and the LISN rates would show some negative association. This would mean 
that as LISN rates increase the social cohesion scores should decrease.   
 
4.6 Hypotheses about the CSMIS Data 
The Telstra data that would be used to create the LISN could only identify the number of 
calls received from an area by the Lifeline centre. Thus, the Telstra data could not 
describe the callers and the calls, or answer any questions directly about them. However, 
despite the recognised limitations of the data, the CSMIS data seemed to have the 
potential to provide some answers to questions raised in Chapter 2, 3, and 4. It also 
seemed a potential source of providing further evidence of construct validity for the 
LISN. The following section presents a number of questions that have the potential to be 
answered by CSMIS data, which would also serve as the basis to compile a profile of a 
typical caller to the service. This profile could act as a general template to show who 
calls, which could then be compared to the MGTCRU predictions about callers 
characteristics. 
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Due to a scarcity of call centre information in the public domain, a detailed description of 
the CSMIS data would also be a contribution to the literature. Only selected results can 
generally be found in the literature on the topic and little background on methods and 
procedures used to create the statistics are ever provided. Cicourel (1964), Douglas 
(1967), and May (1993) have warned against the use of these types of social statistics in 
an uncritical manner. Anybody with knowledge of statistics knows that it is very 
important to understand the way a statistic is produced. Without this information one 
cannot critically discuss the soundness of the statistic. Despite the potential limitations of 
the CSMIS data, it is recognised that the CSMIS statistics might be used by social 
researchers for many reasons, including as indicators. A detailed description of CSMIS 
variables and the limitations associated with their use could be a contribution to social 
research by increasing the range of social statistics that might be employed. Moreover, 
there was no comprehensive national account of the CSMIS data in the literature on 
telephone counselling. A detailed and critical account of the CSMIS statistics would have 
practical applications. For example, they might be used for comparative studies between 
generalist telephone counselling services or longer term trend analysis of the Lifeline 
service. There was no centre-by-centre account of CSMIS variables in the literature. Such 
an account would allow social researchers to identify trends in their geographic areas of 
interest. Therefore, a detailed and critical account of generalist telephone counselling and 
referral call statistics would seem justified.   
 
Chapter 2 presented evidence that there can be differential health in metropolitan and 
non-metropolitan areas. There has been a report comparing metropolitan and rural centres 
by Lifeline Australia Inc (2005). However, this comparison did not show the method used 
to define metropolitan and rural data or describe the data used. It will be argued in the 
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following chapter that it is not a simple matter to compare rural and metropolitan centre’s 
call data. Therefore, a detailed metropolitan and non-metropolitan comparative study of 
CSMIS data would also seem to be a valuable contribution to the literature and perhaps 
the validity of LISN, were it to be applied across these divisions. 
 
4.6.1 CSMIS and social support.  
It has been argued in this thesis that the calls to Lifeline represent the need for callers to 
seek social support from the service and, therefore, this need has not been met with more 
traditional (for example, informal and formal resources such as the local GP) sources of 
social support. Thus, the calls will represent a caller’s failure to find support in their 
communities. The MGTCRU predicts that the callers will be socially isolated from 
support. It would seem useful to examine the CSMIS data to see if there is any support for 
these and other postulations. The mandatory variables appear to be the most appropriate 
variables for such an examination, as the non-mandatory variables are likely to suffer 
from extensive missing data. However, some of the non-mandatory variables would seem 
worth examining for their potential to answer pertinent questions. Some of the variables 
that may be useful in this exploration include gender, seeking support for self, 
relationship status of caller, regular caller, suicide calls, call issue, and referrals. 
 
Gender  
There has been evidence provided in Chapter 3 for a clear gender differential in the use of 
generalist telephone counselling services. If such a difference were found in the CSMIS 
data then it might provide insight into variables that drive the calls. It is appropriate, 
therefore to examine the CSMIS data to find out if significant gender differential in use is 
apparent and if the difference is consistent across all Lifeline centres. If the gender 
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difference in service use was not universal then any exception might provide insight into 
the cause of the overall difference in service use by gender, which in turn might provide 
insight into the service’s use. Trying to find an explanation for the gender differential in 
generalist telephone counselling use may contribute to understanding caller use and it 
would also be a contribution to the literature on telephone counselling. 
 
Focus of call 
The calls to the service are suggested to be an indicator of the need for social support to 
reduce the caller’s distress. Further, the MGTCRU posits the call becomes more likely 
when the caller is isolated from other source of social support. Therefore, it might be 
expected that the vast majority of calls are from those seeking support for themselves, 
rather than a third party.  
 
Marital status        
The intimate relationship has been used as an indicator of the availability of social 
support (Vaux, 1988). It was noted in Chapter 3 that men generally get their emotional 
needs met by their spouses and partners. Therefore, if they were to not have this potential 
source of support they may to be potentially more socially isolated from emotional 
support than those with this source of support. Indeed, the proportion of callers not in 
close relationships has been used as an indicator to support claims that a telephone 
counselling service in Israel was providing social support (Lazar & Erera, 1998). The 
MGTCRU posits that the callers to generalist telephone counselling and referral services 
are seeking social support. Australians over 15 years of age with registered married status 
make up more than 50 percent of the population (50.7 percent) (ABS, 2002a). Therefore, 
if there were proportionally more callers using the Lifeline service who were without a 
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partner or spouse this would provide evidence that the callers generally were seeking 
social support. 
 
It is not proposed that a relationship guarantees a source of social support. Indeed, it was 
noted in Chapter 2 that a longitudinal study in Britain reported that negative aspects of a 
close relationship were associated with a greater risk of future psychiatric conditions in 
the following five years (Stansfeld, 1999). It is evident that an intimate or close 
relationship can be a source of stress that may require alternative sources of social support 
to be sought. Therefore, a finding that married or partnered callers use the service would 
not undermine the claim that callers are experiencing social isolation with regard to their 
call issue.         
 
Regular callers 
Chapter 3 presented evidence that regular or repeat callers use generalist telephone 
counselling services. The regular caller information in CSMIS may provide evidence of 
the extent of regular caller use of the service. If it were to be shown that regular or repeat 
callers used the Lifeline service in large numbers then this would provide support for the 
view that the service is providing continuing social support to callers. This would be 
expected if the callers to the service really were socially isolated and, therefore, had fewer 
other sources of support to assist them when in distress. Such a result might indicate that 
the service has been adopted as part of the caller’s social support network as indicated by 
the MGTCRU. 
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Suicide Calls
If the Lifeline service primarily provides social support then it might be expected that 
suicide calls would make up only a small proportion of all calls to the service. Suicide 
may be seen as the culmination of a series of complex stressful life events with 
multifactorial origin (Lifeforce Suicide Prevention Program, n.d.). Therefore, it might be 
expected that if the service were a source of social support, rather than a suicide line, it 
would be utilized for dealing with stressful events and problems before they reach the 
critical levels, which may culminate in a suicide call or other self harm. It is important to 
the construct validity of the LISN to show that the service’s calls are generally for social 
support, rather than some alternative constructs such as urgent suicide intervention. 
 
Call issue    
The call issue variable in CSMIS offers a real insight into the specific issues for which the 
service is contacted. From such information, insight might be gained on the claim that the 
callers are socially isolated and seeking social support. It was suggested earlier in this 
chapter that relationship or associated issues were involved with seeking counselling. 
Therefore, it might be expected that issues associated with relationships should feature 
prominently in Lifelines CSMIS call issues. 
 
Caller referrals 
The emergency referrals provided by a telephone counselling service could generate 
potentially useful indicator of the proportion of urgent crisis calls reaching the centres. 
Such referrals would suggest the caller was in a situation that required immediate 
intervention from an emergency service. Thus, the proportion of all calls in CSMIS given 
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an emergency referral might be used as a measure of the extent the service was being 
used as an emergency line. 
 
National calls to Lifeline
If calls from a small area, as expressed by the LISN rates, were an indicator of its need for 
social support, then the volume of calls nationally might be an indicator of the nation’s 
need for social support. Therefore, looking at a day with high total calls might provide 
insight into this assumption. Further, if events were found around the time when the 
increased total calls occurred, then it would provide support for a stress theory of calls 
and the MGTCRU.    
 
4.6.2 Metropolitan and non-metropolitan differentials in calls. 
If the LISN were to be used as an indicator of an expressed need for support then it would 
be useful to know if there is any difference in the way the service is used between 
metropolitan and non-metropolitan areas. Chapter 2 drew attention to the fact that 
indicators can operate successfully in metropolitan areas, but be less effective in non-
metropolitan areas. Chapter 3 identified the possibility that telephone counselling may be 
particularly important to non-metropolitan Australians. Black and Hughes (2001) 
recommend that a consideration for using indicators is that they are applicable to various 
types of communities. This is of particular importance if the indicator were to be used to 
compare the relative strength of support in different areas. Thus, if the LISN were to be 
used across these areal divisions it seems necessary to show that the service is used in a 
generally similar way in both metropolitan and non-metropolitan areas.       
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There has been some evidence found that callers may use the service differentially in 
metropolitan and non-metropolitan areas (Lifeline Australia Inc., 2003; Lifeline Australia 
Inc., 2004b; Lifeline Australia Inc., 2005). However, the methods used to determine these 
differences were not shown and, therefore, the objectivity and reliability of this 
information might be questioned (for example see, Cicourel, 1964; Douglas, 1967; May, 
1993). It will be shown in Chapter 5 that it is not a simple matter to delimit metropolitan 
use from non-metropolitan use. Thus, detailing the method used and comparing 
metropolitan and non-metropolitan patterns of service use, and any differences found, 
would be a further contribution of this thesis and to the literature on the subject. 
Moreover, the study would provide insight into the validity of using the LISN across 
these divisions. 
 
4.7 Summary 
This chapter compiled a comprehensive model and theory of telephone counselling use. 
The model was then used to create a number of research questions and hypotheses. The 
research questions are as follows: 
• Can the LISN be produced for small areas? 
• Will the LISN show a range of call rates? 
• Will the LISN rates for an area show variation over time? 
•  Are the LISN rates associated with ARIA scores? 
• Can the LISN rates show evidence of convergent validity with theoretically 
associated indicators? 
• Can the CSMIS data provide evidence for the validity of the LISN? 
• Are there consistently more females than males using the Lifeline service, and if 
so, what might these gender differences in use of the service indicate? 
 145
• Does the CSMIS data indicate the service is used by socially isolated callers? 
• To what extent is the service used by repeat callers? 
• To what extent is the service used as a suicide and emergency line? 
• Do high call days nationally show a relationship to external events?   
• Are there significant differences in use of the Lifeline service by those in 
metropolitan and non-metropolitan regions? 
The specific hypotheses are as follow: 
• A statistically significant positive association will be found between yearly 
applications of the LISN in a specific region; 
• The LISN will be significantly negatively correlated with ARIA; 
• The LISN will be negatively correlated with SEIFA; 
• The LISN will be positively correlated with suicide rates; 
• The LISN will be associated with a social cohesion measure in a statistically 
significant negative way; 
• Non-mandatory CSMIS variables will have extensive missing data; 
• Calls to the service will be largely for personal support and not for support of 
third parties; 
• Callers without a spouse or partner will dominate calls to Lifeline; and, 
• Issues associated with relationships will dominate calls to the service. 
   
The following chapter will detail the methods that are to be used to examine these 
questions and hypotheses.  
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5 
 
 
Method 
 
 
5.0 Introduction 
The previous chapter presented a number of research questions and hypotheses. This 
chapter aims to detail the method and analyses that were used to examine these research 
questions and hypotheses and to produce the results referred to in the following chapter. 
The chapter will begin by presenting the materials that were used in the later sections. In 
the second section of this chapter the CSMIS data set and studies derived from it are 
described. The third section provides the procedure used to derive the LISN rates from the 
Lifeline Ballarat Telstra Analyser data sets. The section then details the studies in which 
the LISN was utilised. The final section provides details of the procedure used to explore 
the relationships between the social environment and the LISN.  
 
5.1 Materials 
The CSMIS 2003 dataset, spanning the period from the 1st of April to the 30th of June, 
was provided by Lifeline Australia Incorporated. A geographic information system (GIS), 
MapInfo Professional™ (version 7.5), was used to manipulate and analyse spatially 
referenced data and create thematic and other types of maps. Please note that MapInfo 
legends show overlapping ranges. Where values overlap they are attributed to the larger 
set of ranges. The Statistical Package for the Social Sciences (SPSS® 11.5) for Windows 
was used to generate summary descriptive statistics and investigate relationships between 
variables. Statistical tests were two-tailed with a significance level of alpha at .05 unless 
otherwise stated. It must be noted that while the .05 level of significance is used, if a 
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Bonferroni adjustment was applied to control for “experimentwise error rate” this level of 
significance would need to be reduced where multiple correlations had been preformed 
(Harris, 1995, p. 245). Therefore, in cases where the .05 level of significance has been 
used for multiple correlations there is the potential for Type 1 errors to occur. However, 
as multiple correlations were run for exploratory reasons and not to test hypotheses it was 
decided to report potentially significant associations at the less conservative alpha level of 
.05. Data were transformed to approximate a normal distribution where possible. Where 
data were not normally distributed non-parametric tests were used.  
 
 The Accessibility/Remoteness Index of Australia (ARIA) (GISCA, 1999) was used to 
derive accessibility/remoteness scores for the project. The ARIA was designed to be: 
comprehensive, sufficiently detailed, as simple as possible, transparent, defensible, stable 
over time, and make sense on the ground. ARIA calculates remoteness as accessibility to 
201 service centres and provides values for 11,340 locations across Australia. ARIA 
values are grouped into five categories using ‘natural breaks’ on a 0-12 continuous scale. 
The five categories of ARIA are: Highly Accessible (value 0-1.84); Accessible (>1.84-
3.51); Moderately Accessible (>3.51-5.80); Remote (>5.80-9.08); and Very Remote 
(>9.08-12) suggesting very little accessibility to goods, services and opportunities for 
social interaction. The ARIA supersedes the Rural, Remote and Metropolitan Areas 
classification (RRMA) (DHAC, 2001).      
 
CDATA2001 (ABS, 2003a) was used to derive demographic information for areas of 
interest. CDATA2001 allows census data for a range of Australian Standard Geographic 
Classifications (ASGC) to be compiled and the results viewed with the aid of tables, 
maps, and graphs.  
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The Socio-Economic Indexes for Areas 2001 (SEIFA2001) (ABS, 2003b) were used to 
derive socio-economic information for areas of interest. There are four SEIFA indices that 
include: The Index of Advantage\Disadvantage, which is a continuum of advantage to 
disadvantage, with low values indicating areas of disadvantage. The index is derived from 
55 variables such as the proportion of families with high income, people with a tertiary 
education, and employees in skilled occupations; The Index of Disadvantage, which is 
derived from attributes such as income, education attainment, and dwellings with motor 
vehicles; The Index of Economic Resources employing variables such as family income, 
rent paid, mortgage repayments, and dwelling size; and The Index of Education and 
Occupation includes variables such as proportion of people with higher qualifications or 
those employed in skilled occupations (ABS, 2001a). 
 
The 2001 SEIFA were compiled using principal component analysis. The indexes were 
‘ground truth’ validated from local subjective knowledge (ABS, 2001b). Additional data 
sources and expert analyses were used to validate the index scores. In all, nine methods of 
validation were used for the final 2001 SEIFA (ABS, 2001a, 2001b). For a full list of 
variables employed by each final SEIFA index see Appendix C. 
 
Social cohesion scores for Victorian postcodes used in the community adversity and 
resilience study by Vinson (2004) were obtained from the author. This exploratory index 
used the response to two questions from The Victorian Population Health Survey: “Can 
you get help from friends when you need it?”, and “Do you help out a local group as a 
volunteer?”. The response from a third question used in the Australian Sports 
Commission Survey was also included. This question asked: “Was any of this activity 
organised by a club, association, or other type of organisation?” This measure of social 
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cohesion was used as it was available for most postcodes in the area of interest and was 
the most recent indicator of its type.  
 
Suicide frequency counts for postcodes in the Grampians Region were obtained from the 
Monash University National Centre for Coronial Information. This data set covered the 
period 1st January 2002 to 30th June 2004 (Hoy, 2004). The report had a disclaimer that 
there was a possibility of under-reporting of intentional self harm in the region. The data 
set contained a listing of residential postcode and also the incident postcode of each case. 
 
The sample for the Telstra data studies was created from the monthly successful call 
information. This information was logged on the Telstra Analyser call totals by exchange 
sheets for January, February, March, and April 2002 and 2004. These Telstra Analyser 
sheets provided information for Lifeline Ballarat’s primary call service area, such as party 
busy totals, successful call totals, no answer totals, and grand totals for each month. The 
successful monthly call totals indicate the number of calls that were answered from a 
particular Telstra exchange. The monthly grand total of successful calls is an aggregate of 
these successful call totals. The monthly party busy total for a Telstra exchange show the 
number of calls that could not be answered due to the centre’s lines being engaged. The 
monthly party busy grand total is an aggregate of these exchange totals. The monthly ‘no 
answer’ total for an exchange indicates the number of calls that were not answered from a 
particular exchange, presumably the centre’s lines were not otherwise engaged at these 
times. The grand total of ‘no answer’ calls is an aggregate of these exchange totals for the 
month. The monthly non-repeat or unique number totals were available for the 2002 
sheets, but were not available in the 2004 data sets provided. The monthly non-repeat 
total indicates the number of unique phone numbers that contributed to all calls made to 
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the centre (party busy, successful, and no answer). The raw summary information from 
these sheets is presented in Appendix D and also in Figure 6.12. 
 
5.2 CSMIS Data 
In this section a description of the national CSMIS data set including participants and the 
analytical procedures used are outlined.    
 
5.2.1 Participants.  
 
Participants were not directly recruited for this study. The sample utilised for the CSMIS 
data analysis was derived from calls to Lifeline centres throughout Australia, which were 
logged on the CSMIS 2003 data set supplied by Lifeline Australia. Some 90,128 
individual CSMIS cases logged between 01-04-2003 and 29-06-2003 were obtained from 
Lifeline Australia Incorporated in this data set. A total of 51 Lifeline Centres contributed 
data to the CSMIS data set supplied. A listing of the 51 Lifeline centres that contributed 
cases to the data set is presented in Appendix E.   
 
5.2.2 Procedure.  
 
The CSMIS data were compiled and summarised at the national and also the individual 
Lifeline Centre levels. A comparative analysis of metropolitan and rural Lifeline Centres 
was conducted using a selected sample of CSMIS data from centres in South Australia, 
Tasmania, New South Wales, and Queensland. The reasoning for this sampling procedure 
and the criteria adopted for selection are detailed further in this section.  
The 2003 CSMIS data provided by Lifeline Australia Inc. was converted from a comma 
delimited text file to an SPSS® 11.5 data file. Variable labels and codes were then added 
to the file, based on the CSMIS ‘User Manual’ (Cameron, 2001; Lifeline Australia Inc., 
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2004a) and information supplied by Lifeline Australia Incorporated. Summary descriptive 
statistics of the 2003 CSMIS data are presented in the results section at both the national 
(aggregated) and individual Lifeline centre levels. The raw variable counts for individual 
centres were transformed into a percentage of the total number of calls for each centre. 
This was done to control for varying call totals recorded by centres to allow any centre’s 
variables usage to be compared in a meaningful way.  
 
Estimates of the population served by each centre were drawn from census data relating 
to statistical districts, local government areas, and electoral divisions were obtained from 
CDATA2001 (ABS, 2003a). It must be noted that these estimates were for descriptive 
purposes only. The three areal frameworks were used as no single framework could 
capture all of the centre’s catchments. Indeed, it was not possible to gain accurate call 
catchment areas from Lifeline Australia Inc. The approach used here to estimate 
catchment populations could, at best, only produce a rough estimate. An estimate was 
required because no official Lifeline or alternative estimate was available for call centres. 
However, this population estimate was not used in later analysis, so the accuracy of this 
estimate was not critical and should be only used as a rough guide. An ARIA (GISCA, 
1999) population centre accessibility/remoteness score was derived for each Lifeline 
centre. This ARIA score relates directly to the centre’s location and not the centre’s call 
catchment. Table 3.1 in Chapter 3 shows the Lifeline centre’s location, the location’s 
estimated population, and ARIA scores and categories. A map of Australia with the 
geographic location of each centre and sub-centre is presented in Figure 3.1 in Chapter 3.    
The individual call centre’s CSMIS data was compiled for the following major variables: 
• gender; 
• age category; 
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• call issue; 
• caller’s relationship status; 
• mental health screen use; 
 
• suicide screen use; 
 
• caller focus (for example, self or other); and, 
 
• and regular caller. 
 
These variables were selected for analysis because they were mandatory variables, 
meaning they are required to be filled in for each case, or because they had relevance to 
the project and its hypotheses and research questions.  
 
It had been planned to use the CSMIS postcode variable to geographically locate cases to 
small areas. However, less than one third of cases in the CSMIS data set had postcode 
information available. Due to the low rate of data entry for this variable in combination 
with an assumption that a number of cases with postcode information would be 
unreliable, little more than guesses of the caller’s location by the counsellor, it was 
decided that using CSMIS postcode data to geographically locate calls would be an 
unreliable approach. The use of the Lifeline call centre’s physical locations to 
geographically locate their call to this point seemed to offer an alternative and more 
reliable approach, which also presented the chance to utilize a greater proportion of the 
data set than could be used if CSMIS postcode data were used to geographically locate 
cases.    
 
For a comparison to be made on the basis of the rurality of a Lifeline centre’s location 
(from where a call was received) it was necessary to select a subset of centres. This was 
because not all centres had CSMIS data (for example, Melbourne), others had many  
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cases of missing data (for example, Sutherland), and some shared calls across assorted 
remoteness classifications (for example, Canberra serving the entire Australian Capital 
Territory, or Perth serving all of Western Australia). This last limitation necessitated 
criteria be devised to create groupings of centres based on shared levels of rurality, to 
avoid confounding by remoteness categories already represented by another group. For 
this reason it was decided that centres chosen for a grouping needed to be as 
homogeneous and non-overlapping as possible in relation to the remoteness of the 
population it serviced. The Lifeline centres chosen would also need to be represented in 
the data set provided by Lifeline Australia Inc. for the project.  
 
Using the criteria set out in the previous paragraph, 22 call centres were selected. Ten 
metropolitan centres with ‘highly accessible’ ratings (ARIA score of 0) were identified. 
These highly accessible metropolitan centres seem to generally service other highly 
accessible areas, as indicated by the CSMIS caller postcode. From the data set provided, 
only the Mackay centre (moderately accessible) had a greater ARIA categorical rating 
than ‘accessible’, the next ARIA category following highly accessible. Thus, it was 
necessary to combine the ‘accessible’ and ‘marginally accessible’ categories to represent 
‘non-metropolitan’ centres. This meant that eleven ‘accessible’ rated (ARIA score of 1.84 
to 3.51) centres and one marginally accessible (ARIA score of >3.51-5.80) centre were 
identified in the non-metropolitan sample. Examination of the CSMIS postcodes for each 
of these chosen non-metropolitan centres suggested they generally served an area with the 
same or greater rurality as measured by ARIA. However some call centres in the 
accessible grouping reported small numbers of their calls coming from highly accessible 
postcodes. Table 5.1 presents the 12 non-metropolitan centres and the ten metropolitan 
centres chosen for comparison. 
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Table 5.1 
Non-metropolitan and Metropolitan Centres used for Comparison of Call Data  
Centre                 State                        ARIA Category
Adelaide South Australia HA 
Brisbane Queensland HA 
Broken Hill New South Wales A 
Bundaberg Queensland A 
Burnie Tasmania A 
Coffs Harbour New South Wales A 
Dubbo New South Wales A 
Gold Coast Queensland HA 
Grafton New South Wales A 
Hornsby New South Wales HA 
Ipswich New South Wales HA 
Macarthur New South Wales HA 
Mackay Queensland MA 
Manly New South Wales HA 
Mt Gambier South Australia A 
Parramatta New South Wales HA 
Penrith New South Wales HA 
Port Augusta South Australia A 
Port Pirie South Australia A 
Surry Hills New South Wales HA 
Townsville Queensland A 
Whyalla South Australia A 
___________________________________________ 
 
5.3 Telstra Data 
In this section the Telstra data set is described and the participants and procedure used for 
the studies utilising this data set are detailed. 
 
5.3.1 Participants.  
No participants were involved with this study and the analysis relied on an existing data 
source – collected for other purposes and adapted by this study. 
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5.3.2 Procedure.  
Telstra call sheets were used to allocate monthly successful call totals to their respective 
Telstra exchange service areas (ESA). This was done for two coinciding four month 
periods in 2002 and 2004. Population adjusted call rates were then calculated for each 
ESA by dividing its successful call total for the period by its estimated catchment area’s 
population. This process was used to create the LISN measure. The LISN would enable 
further examination of areal call rates to Lifeline Ballarat and their relationship with other 
psychosocial, economic, and rurality based indicators. 
  
There was little public information available about the exact catchment boundaries of 
ESAs, nor any information regarding an ESA’s demographics profiles. Population data 
were necessary to create population adjusted rates for the ESAs in the study area. 
Therefore, information on population and other social and rurality/remoteness based 
variables regarding the makeup of an ESA was sought from alternative sources.  
 
Some ESAs relevant to the Ballarat call centre’s primary catchment showed catchment 
boundaries approximating those of ABS ‘collection districts’ (CDs). Collection districts 
are the smallest unit used by the ABS to report Census and other social information such 
as the SEIFA. The problems associated with using different areal frameworks have a 
number of solutions including aggregation (Haining, 1990). It was decided to use CDs as 
the basic demographic unit and aggregate CDs to approximate the ESAs. An advantage of 
this approach was that it enabled small area exploration of Lifeline calls and greater 
flexibility to associate Lifeline calls with other data sets referenced to CD units.      
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Population structure for CDs were available from the ABS Census data (CDATA2001) 
(ABS, 2003a), while socio-economic information at CD level was available from 
SEIFA2001 (ABS, 2003b). Thus, crudely approximating an ESA using CDs allowed an 
estimation of baseline population and also provided socio-economic areal information to 
be assigned to Telstra ESAs. However, it was not possible to assign parts of CDs to match 
ESA boundaries in any exact manner, due to the heterogeneity of the population density 
within CDs (Jenner & Blanchfield, 2002). Thus, no part of a CD’s data relating to a 
smaller area inside that CD can be aggregated to another boundary in any precise way. 
Therefore, it was not possible to exactly match ESA boundaries using CDs, even if the 
ESA boundaries had been accurately defined. This needs to be recognised as a limitation 
of this approach. However, the ABS creates its Postal Area data by aggregating whole 
CDs that fall within the physical boundaries of a postcode area (ABS, 2002b; ABS, 
2001c; Jenner & Blanchfield, 2002). Thus, the ABS approach is similar to the one 
employed by this study to assign whole CDs to approximate ESA catchments. SEIFA 
values for larger areas such as postcodes are also created by aggregating whole CDs to the 
larger areal framework (Australian Bureau of Statistics, 2001b; Australian Bureau of 
Statistics, 2003b).    
 
Telstra data from the Ballarat Lifeline centre were supplied for corresponding four-month 
periods in 2004 and 2002. Corresponding periods were chosen as seasonal fluctuations in 
call patterns to the service were expected and this approach would assist in controlling for 
seasonal fluctuations being responsible for differential call rates between the years 
examined. The 836 CDs (CDATA2001) (ABS, 2003a) involved in the study area (Telstra 
Central and Western Districts) were overlayed with population centres where Telstra 
exchanges were located. The process of CD aggregation was assisted by Telstra maps 
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showing approximate ESA delimitation. This allowed crude assignment of the 836 CDs to 
the 106 Telstra ESAs in Lifeline Ballarat’s primary call catchment district. A listing of the 
106 Telstra ESAs and the CDs that were used in each of these is presented in Table 1 
(Microsoft Excel Worksheet) on the CD-ROM which accompanies this thesis. 
Information georeferenced to CDs (for example, SEIFA and population data) was 
aggregated using the ‘combine’ function in MapInfo. This resulted in a single summary 
figure (mean score) for each variable being attached to each ESA. The resulting map of 
ESAs created in this process can be viewed in Figure 5.1. The insert of Australia in 
Figure 5.1 indicates in red where the ESAs are geographically located within Australia.  
 
 
Figure 5.1.  Approximated ESA boundaries for Ballarat Lifeline’s primary call 
catchment area, showing major town localities.  
The LISN call rates were generated for each ESA by dividing the total number of 
successful calls from the ESA by its estimated population. This population adjusted call 
rate produced a raw score (between 0 and 1) for each ESA. The raw score was then 
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multiplied by 1,000 to produce a call rate per thousand people. This call rate was used as 
the LISN. Thematic maps for 2002 and 2004 periods showing variation in the LISN were 
produced in MapInfo Professional™ and are presented in the results section.   
 
Associations with the LISN  
 
The following study aimed to build construct validity for the new LISN measure by 
showing its association with theoretically associated measures (convergent validity). The 
study relied on existing data sources – collected for other purposes and adapted by this 
study. The LISN, derived from Telstra and other data in the previous study, was utilized 
for this study.  
 
The association between the new LISN indicator and the following indicators were 
examined: 
• ARIA; 
 
• SEIFA;  
 
• Social cohesion scores; and, 
 
• Suicide frequency counts for postcodes in the Grampians Region.  
 
The association between ESA call rates (the LISN) and ARIA (GISCA, 1999) and 
SEIFA2001 (ABS, 2003b) were investigated at the ESA level using Spearman’s rank 
correlation coefficient (rs). The SEIFA data had been aggregated from the CD areal level 
to the ESA level during the previous procedure to aggregate CDs to ESAs. The CD is the 
smallest geographic area at which the SEIFA is available. SEIFA index scores for larger 
geographic areas such as postcodes are created by the Australian Bureau of Statistics by 
aggregating whole SEIFA CD scores that fall within the larger geographic area 
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(Australian Bureau of Statistics, 2001b). Accordingly, SEIFA CD level scores were 
aggregated to ESAs boundaries using the ‘table maintenance’ and update columns/join 
tools in MapInfo Professional™. This procedure averaged the SEIFA index scores for 
CDs that fell within each ESA, providing a single SEIFA summary figure for each ESA.  
This enabled the examination of the relationship between SEIFA and LISN call rate at the 
ESA level in the Ballarat Lifeline centre’s primary call catchment. The results are 
presented in tables and reports in Chapter 6.  
  
ARIA scores were assigned to each ESA generated in Section 5.3. By calculating the 
mean of the ARIA (GISCA, 1999) populated localities values for grid points (ARIA 
population centres) contained within each ESA. This approach is used by the Department 
of Health and Ageing, however, this approach can produce misleading summary data 
when the ARIA points averaged have a broad range (AIHW, 2004). ARIA (GISCA, 
1999) population points within the ESA created for this study appeared to be quite 
homogeneous. Therefore, the approach of averaging ARIA points within the ESA seemed 
suitable and was adopted.  
 
Social cohesion scores (Vinson, 2004) were derived for each ESA in the study area. Each 
ESA in the study area (N = 106) was assigned a postcode that matched the main 
population centre within it. Social cohesion scores for postcodes were then matched to an 
ESA with the corresponding postcode. Because, social cohesion scores were not available 
for all Victorian postcodes, this procedure resulted in 75 ESAs being assigned a social 
cohesion score. Further, it must be noted that several ESAs shared postcodes. The 
procedure resulted in 49 unique social cohesion postcode scores being assigned within the 
study region. All 75 social cohesion scores were then correlated with their corresponding 
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ESA LISN call rates using SPSS. Spearman’s Rho correlation coefficient was used to 
ascertain the relationship between these ESA social cohesion scores and the LISN. 
 
The procedure to assign postcode social cohesion scores to ESAs in the previous 
paragraph produced some ESAs that shared a postcode. This meant that two ESAs could 
have the same social cohesion score, but differ markedly in their LISN call rates. This 
seemed to have the potential to distort any correlation analysis between the two 
indicators. For example, one ESA could have a very high LISN call rate associated with 
it, while another with the same social cohesion score could have a very low LISN call 
rate. Therefore, an alternative procedure was used to overcome this potential problem. 
Aggregation of LISN rates for ESAs to the postcode level would offer a viable alternative 
procedure, from which the results of the former analysis at the ESA level could be 
compared. 
 
The postcodes that had been assigned to the ESAs in the previous procedure were now 
used to assign ESAs to a postcode. ESAs and their LISN rates were aggregated to 
approximate postcodes, such that call totals for ESAs were added together to produced a 
single call total summary for each postcode area (N = 24) in the primary call catchment. 
The 2002 and 2004 totals for each postcode were then added to create a combined call 
total for each postcode area. A population estimate for each postcode area was obtained 
from CDATA2001 (ABS, 2003a).  
 
The postcode call totals for 2002 and 2004 and the combined total for both years were 
then each divided by the postcode population to generate a population adjusted call rates 
at the postcode level. This population adjusted call rate was then multiplied by a thousand 
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to produce a call rate per thousand people. The relationship between the LISN and the 
social cohesion scores was investigated using Spearman’s rank correlation coefficient. 
The results of both analyses using social cohesion scores (ESA and postcode level) were 
then presented in the results section.       
 
Suicide frequencies for postcodes within the study area were obtained from the Monash 
University National Centre for Coronial Information for the period from the 01-01-2002 
to 30-06-2004 (Hoy, 2004). The Centre for Coronial Information only had the suicide 
information available for this period of time. However, as this time frame fitted well with 
the period when LISN rates were calculated, it was thought that it would be appropriate 
and sufficient data to explore the possibility of a relationship between suicide rates and 
the 2002, 2004, and combined call rates. As the LISN rates for CDs had been aggregated 
to the postcode level, it was a simple matter of adding each postcode suicide frequency 
supplied by the Centre for Coronial Information to this geographic framework. Suicide 
incidence rates at the postcode level were calculated by dividing the number of suicides 
by the postcode population estimate (CDATA2001) (ABS, 2003a) to produce a suicide 
incidence rate. The suicide incidence rate is the most common measure used for fatal 
suicide (Lester, 2000). This procedure produced a suicide incidence rate for each 
postcode in the study area for the two and a half year period covered by the suicide data. 
The LISN and the suicide rates were then correlated using Spearman’s rank correlation 
coefficient at the postcode level. It should be noted that a limitation of the correlation 
analyses conducted in this section was that it assumed independence of data values and 
did not take into account any spatial dependence in the data that may have been present 
(Haining, 1990). Spatially referenced areal data potentially contains correlated data values 
that show increasing similarity between values at locations close to each other. However, 
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measures of association between two variables using standard test, such as Spearman’s 
rank correlation coefficient, “are unlikely to be affected by spatial dependence” or what 
has been called autocorrelation (Haining, p. 313).     
 
5.4 The LISN Rates and the Social Environment  
It was stated that an indicator should show variation over time if the conditions that the 
indicator purports to measure change. The LISN is proposed to indicate the caller’s 
community strength, or more specifically its global social support resources, via the 
expressed need for social support from Lifeline. Therefore, if there were changes in the 
LISN rates that matched observations of community improvement over time it would 
provide support for the construct validity of the indicator. However, if there was no 
evidence of community change then it might be expected that the LISN rates should stay 
relatively stable. 
 
5.4.1 Participants.  
No participants were recruited for this study. 
 
5.4.2 Material. 
The LISN ESA call rates for 2002 and 2004 were used in this study.  
 
5.4.3 Procedure. 
A search of the literature was undertaken to find areas or specific locations in the 
Grampians Region that may have experienced community-level social intervention 
programs during the 2002 and 2003 period. Two locations were identified at Ballan and 
Wendouree West. The LISN rates for the Telstra exchange service areas were then 
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examined to ascertain if there had been a decrease in their call rates between 2002 and 
2004. A profile of the Grampians Region was completed. Locations identified as having 
issues with social disadvantage were identified and their LISN rates examined.       
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6 
 
 
Results 
 
 
6.0 Introduction 
The previous chapter detailed the studies and analyses to be produced in this thesis. In 
this chapter the results of these studies will be presented, and discussion will follow in 
Chapters 7, 8, and 9. The aim of this chapter is to provide a comprehensive description of 
the results of the outlined studies. The chapter begins by providing a comprehensive 
description of the national Lifeline CSMIS data set supplied by Lifeline Australia Inc. and 
the variables it contained. The CSMIS results for individual Lifeline call centres are then 
presented. The results of a statistical comparison of a sample of non-metropolitan and 
metropolitan centre CSMIS variables follow. The Lifeline Ballarat Telstra data for 
corresponding months in 2002 and 2004 are then subsequently presented. This included 
the total number of successful calls received each month, ESA call totals and population 
estimates, ESA LISN rates, and changes in ESA successful call totals between 2002 and 
2004. The chapter finishes by providing the results from the correlation analysis of the 
LISN with the ARIA, the SEIFA, social cohesion, and suicide rates.            
 
6.1 National CSMIS Statistics    
The CSMIS data set supplied for the project contained 90,128 individual cases and 126 
variable columns, some of which were devoid of data or held repeated data. The data set 
covered the period from 01-04-2003 to 29-06-2003. Fifty-one Lifeline Centres 
contributed CSMIS data to the set. Centres in Queensland, New South Wales, Australian 
Capital Territory, Victoria, Tasmania, South Australia, and Western Australia were 
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represented. Figure 3.1 presents a map of the location of each Lifeline centre, and a list of 
the 51 centres represented in the data set are presented in Appendix E. The gender 
variable indicated 52,481 females (58.2%), 24,868 (27.6%) males, and 12,779 (14.2%) 
unidentified callers were recorded as contributing to the 90,128 cases. Table 6.1 presents 
the total number of valid cases for the CSMIS variables examined in this section and the 
percentage of valid cases as a proportion of all CSMIS cases. The referral source variable 
exemplifies how non-mandatory variables suffer from extensive missing data. In 
subsequent sections number and percentage of valid case are reported for each variable.     
 
Table 6.1 
 CSMIS Variable Valid Cases Table  
 
CSMIS Variable                   Valid cases     % of 90,128 cases 
Age 90,128                    100.00 
Postcode 26,106                      28.00 
Caller focus 59,730                       66.30 
Marital status 90,128                     100.00 
Referral source        58    0.06 
Repeat caller status 26,506  29.40 
How long calling the service 18,619  20.70 
Call issue A 90,125  99.99 
Call issue B 39,297  43.00 
Social support Unknown Unknown 
Mental health information  7,591    8.42 
Diagnosed mental health  7,363    8.17 
Mental health carer     286    0.03 
Suicidal thoughts  2,386    2.70 
Suicide plan     836    0.93 
Prior suicidal behaviour  1,310    1.45 
Referrals Unknown Unknown 
Note: Valid case can include unknown cases, more detail for each variable’s 
                          valid cases are presented in the following sub-sections 
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6.1.1 Call location and focus.  
Caller postcode data was recorded 26,106 times. The caller focus variable is used in 
CSMIS to identify the caller’s primary focus. This may be ‘self’, if the primary focus of 
the call is on the caller’s personal problems, or ‘others’ such as family if the call were 
about a third party and their problems. Caller focus was recorded for 59,730 calls, leaving 
30,398 cases with no caller focus details. Caller focus information was coded incorrectly 
and could not be identified for eight cases. Calls focusing on the caller accounted for 
51,425 cases (86.1 % of all valid cases). Family member 4,012 cases (6.7 %), other 2,075 
(3.5 %), friend 1,307 (2.2 %), professional capacity 872 (1.5 %), and partner or spouse 
31(0.1 %) cases constituted the remainder of the caller focus variable valid cases.      
  
6.1.2 Age. 
The CSMIS estimated age groupings for callers and the frequency of calls for each 
grouping are presented in Figure 6.1. The totals reflect both exact age estimates and 
CSMIS age grouping estimates. A small number of the entries for this CSMIS variable 
may reflect data entry problems or errors (for example, 11 calls were recorded as being 
from callers less than one year old). However, the age grouping totals presented in Figure 
6.1 include all estimated ages or groupings as they were presented in the CSMIS data set. 
The age groupings available in the CSMIS are used in Figure 6.1 to present the data for 
this variable, as most CSMIS entries were for these grouping rather than exact age 
estimates. There were 24,471 cases (27.2 percent of all valid case for the variable) entered 
as ‘age unknown’.   
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Figure 6.1. CSMIS caller age groupings.    
 
6.1.3 Marital status. 
Marital status was available for all 90,128 cases. Five of these cases were entered with 
incorrect coding and almost 40 percent of cases were entered as the ‘unknown’ category. 
Table 6.2 presents the frequency and percentage of calls received for each relationship 
grouping in the CSMIS.   
 
Table 6.2 
CSMIS Caller Marital Status Data   
Relationship                                Frequency                              Percentage 
Divorced                                            6,486                                        7.2 
Married                                            10,764                                      11.9 
Partnered                                          5,313                                        5.9 
Separated                                         7,007                                        7.8 
Single                                              23,112                                      25.6 
Widowed                                           2,901                                        3.2 
No Code                                                   5                                        0.0 
Unknown                                         34,540                                      38.3  _ 
Total                                                90,128                                    100.0__   
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6.1.4 Referral source. 
 The caller’s source of referral to Lifeline was entered for 58 calls and one entry was 
coded incorrectly. Three of these calls were referred by another agency or professional, 
one by GP, one by a psychiatrist, one from the police, five by family or friend, and 45 as 
own idea. The low number of entries for this variable may reflect the fact that this is not a 
mandatory variable.         
 
6.1.5 Repeat calls. 
Repeat caller status was entered in CSMIS for 26,506 calls. Of these cases 8,776 (33.1% 
of valid cases for the variable) were males, 17,498 (66.1%) females, and 232 (0.8%) 
unknown. There were 1,866 (7% of valid cases for the variable) ‘first time callers’ 
recorded (males 610; females 1,244; gender unknown 12), while a further 8,983 (33.9%) 
were coded ‘unknown’ as to the caller’s past use of the service (male 2,593; female 6,286; 
gender unknown 104). There were 8,197 (30.9% of valid cases for the variable) cases 
recorded under the category of called ‘several times in the last month’ (males 2,824; 
females 5,307; unknown 66), 4,204 (15.9% of case for the variable) as practically daily 
(male 1,632; females 2,538; unknown 34), and 3,234 (12.2% of case for the variable) as 
‘more than daily’ (males 1,108; females 2,110; unknown 16). Twenty-two entries were 
miscoded and could not be assigned to these CSMIS categories.  
 
6.1.6 Duration of repeat calls.  
‘How long’ the caller had been using the service was reported for 18,619 cases (male 
6,214; female 12,281; unknown 124). There were 8 entries improperly coded that could 
not be assigned to a CSMIS grouping for the variable. Table 6.3 presents the CSMIS 
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groupings for the ‘how long’ variable and the frequency, percentage of valid cases for the 
variable, and the male and female ratio of calls in each of these grouping. 
 
Table 6.3 
CSMIS Groupings for How Long the Caller had Been Using the Service   
Time calling      Frequency            %                 M/F_ 
Few Weeks                   1,645         8.8                576/1,060 
Few Months                  2,187               11.7                 800/1,374 
Few Months to Year     7,355                39.5              2,658/4,668 
Year                              1,000                  5.4                    345/646 
Unknown Time              6,424               34.5              1,831/4,529 
Total                                     18,611                           99.9            6,210/12,277_    
Note: M/F stands for male and female proportions 
 
6.1.7 Calls per day. 
 
The ‘busiest’ call day nationally was on the 06-06-2003 with 1,637 calls (1.8% of all 
calls). Figure 6.2 presents a box plot of the total calls per day received nationally over the 
period examined, which shows the call total for 06-06-2003 to be an outlier value. The 6th 
of June 2003 was a Friday and preceded a long weekend for the Queen’s birthday. Major 
hostilities against Iraq had been officially declared over in April of that year (Infoplease, 
n.d). The Bali terrorist bombing had occurred in the previous year on October 12th 2002 
(Wikipedia, 2005). Appendix H presents a table showing the Australian and Age 
newspapers front page headline stories for the 6th and 7th of June 2003 and the five days 
prior to the 6th. 
 
The CSMIS data indicated that the ‘slowest’ day for the period occurred on 15-06-2003 
with 749 calls (0.8%). The 15th of June was a Sunday. The variable showing duration of 
call for the 90,128 cases indicated that 18.1 percent of all calls lasted one minute or less. 
 170
Calls Per Day
N
um
be
r o
f c
al
ls
 p
er
 d
ay
1800
1600
1400
1200
1000
800
600
67
 
Figure 6.2.  Box plot of calls per day to Lifeline nationally. 
 
6.1.8 Call issues A (level one). 
CSMIS data for the caller’s presenting issue was available for 90,125 cases, while three 
cases were missing this information. Problems identifying coding occurred with 15 cases 
and these cases could not be assigned to a CSMIS issue grouping. Calls constituting the 
non-counselling grouping (n = 20,313) included 14,049 cases (15.6% of all valid cases for 
the variable) were recorded as being ‘hang up’ or ‘other’ non-counselling calls. A further 
810 cases (0.9%) were recorded as ‘nuisance’, ‘abuse’, ‘hoax’, and ‘breather’ non-
counselling calls. There were 447 (0.5%) cases recorded as being thanks and appreciation 
type non- counselling calls. Figure 6.3 presents the frequency of calls in each of the 10 
CSMIS general (level 1) categories for presenting issues and the total number of calls 
recorded for each issue.  
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Figure 6.3.  Call totals for each CSMIS Level 1 issue category. 
 
6.1.9 Call issues A (level two). 
The general (level 1) CSMIS issue categories are further divided into more specific (level 
2) groupings. Tables 6.4 through 6.12 present the more specific level 2 counselling issues 
categories that group within the nine general (level 1) categories of the CSMIS. The five 
level 2 categories with the largest number of entries were: mental disorder (Health & 
Disability) (8,108), loneliness (Self & Society) (6,086), relationships breakdown 
(Adjustment & Loss) (5,561), relationships (Self & Society) (4,075), and marriage/partner 
(Family Challenges) (3,409). These five level 2 groupings accounted for 27,239 calls, or 
39% of all 69,797 designated counselling calls for the period examined. 
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Table 6.4 
Adjustment and Loss Level 2 Issue Groupings and Call Frequencies 
Level 2 Grouping                                      Frequency                            Percentage__ 
Death                1,556    12.6 
Hospital       157                                         1.3 
Illness or Disability                                        1,557    12.6 
Migration or Relocation     175      1.4 
Post 3rd Party Suicide Attempt    298      2.4 
Post Suicide       252      2.0 
Prison          82      0.7 
Relationship Breakdown             5,561    44.9 
Retirement         85      0.7 
Role Changes                  233      1.9 
Separation/Divorce      726      5.9 
Work Changes      518      4.2 
Miscarriage         23      0.2 
Work Place Issue          6      0.1 
Other                1,079      8.7 
Adjustment & Loss (leve2)       73      0.6  
Total                                                            12,381                                     100.0__ 
 
 
Table 6.5 
Abuse and Violence Level 2 Issue Groupings and Call Frequencies 
Level 2 Grouping                                      Frequency                           Percentage_ _ 
Bullying     219     5.9 
Child Abuse     493              13.3 
Crime       172     4.6 
Family Violence            1,091              29.4 
Harassment     575              15.5 
Sexual Assault/Abuse    824              22.2 
War Trauma       39     1.1 
Domestic Violence      18     0.5 
Other Abuse & Violence   244     6.6 
Abuse & Violence (level 1)     38     1.0____ 
Total              3,713            100.0____ 
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Table 6.6 
Caller Behaviour Problems Level 2 Issue Groupings and Call Frequencies 
Level 2 Grouping                                      Frequency                            Percentage__ 
Anger      848             16.2 
Financial     351    6.7 
Gambling     348    6.7 
Own Abusive Behaviour   347    6.6 
Sexual Compulsion    670             12.8 
Drinking             1,043             19.9 
Tobacco     128    2.5 
Drug Misuse     279    5.3 
Other               1,124             21.5 
Caller Behaviour Problems (level 1)                96    1.8____ 
Total                                                            5,234           100.0____ 
 
 
Table 6.7 
Community Crisis Level 2 Issue Groupings and Call Frequencies 
Level 2 Grouping                                      Frequency                          Percentage_  _ 
Natural Disaster     20              10.8 
Economic Crisis     24              12.9 
Regional Crisis       9                4.8 
Community Violence     22              11.8 
Bali Bombing        2                1.1 
Drought        3     1.6 
Iraq Conflict      43              23.1 
Terrorism        9     4.8 
Other Community Crisis    54              29.0____ 
Total                186            100.0____ 
 
 
 
Table 6.8 
Family Challenges Level 2 Groupings and Call Frequencies  
Level 2 Grouping                                      Frequency                          Percentage_  _ 
Blended Family    444    3.9 
Caring for Own Parents   402    3.5 
Custody/Access    435    3.8 
Extended Family/Relatives           1,187             10.4 
Marriage or Partner            3,409             29.7 
Parenting             2,525             22.0 
Pregnancy/Fertility               176               1.5  
Other              2,724             23.8 
Family Challenge (level 2)               168               1.5  
Total            11,470           100.0  
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Table 6.9 
Health and Disability Level 2 Issue Groupings and Call Frequencies 
Level 2 Grouping                                      Frequency                           Percentage   _  
Intellectual Disability                           590             4.3 
Mental Disorder                       8,108           59.1 
Personal Injury    412             3.0 
Physical Disability    848             6.2 
Physical Illness            1,525                      11.1 
Stress/Trauma     971             7.1 
Code 5307 (unknown)                           92             0.7 
Pregnancy Termination     26             0.2 
Other Disability      12             0.1 
Other Health       27             0.2 
Other Health & Disability           1,028             7.5 
Health & Disability (level 1)                83               0.6____ 
Total              13,722         100.0____ 
 
 
Table 6.10 
Life’s Direction Level 2 Issue Groupings and Call Frequencies 
Level 2 Grouping                                      Frequency                           Percentage   _  
Finding Direction               1,491    29.6 
Personal Growth      779    15.5 
Personal Vocation       223      4.4 
Search for Meaning      480      9.5 
Spiritual Journey      223      4.4 
Study Concerns/Decisions     258      5.1 
Other Life’s Direction                                        411      8.2 
Life’s Direction (level 1)                   46      0.9____ 
Total         3911             100.0____ 
 
 
Table 6.11 
Practical Help Level 2 Issue Groupings and Call Frequencies 
Level 2 Grouping                                      Frequency                             Percentage_  _ 
Accommodation              1,844    37.4 
Financial Assistance      732    14.8 
Home Help         83      1.7 
Legal Aid       205      4.2 
Material Aid       459      9.3 
Meals/Shopping      378      7.7 
Respite Care         23      0.5 
Transport Services        44      0.9 
Other Practical Help              1,126    22.8 
Practical Help (level 1)        43       0.9___ 
Total                4,937             100.0___ 
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Table 6.12 
Self and Society Level 2 Issue Groupings and Call Frequencies 
Level 2 Grouping                                      Frequency                           Percentage__ 
Belonging/Inclusion     469      3.3 
Discrimination     281      2.0 
Identity                269      1.9 
Loneliness              6,086    42.7 
Relationships             4,075    28.6 
Self Confidence/Esteem              990      7.0 
Social Justice     438      3.1 
Stigma        88      0.6 
Gender Issues    106      0.7 
Sexuality Issues    240      1.7 
Other Self & Society            1,144      8.0 
Self & Society (level1)                57      0.4  
Total            14,243             100.0__ 
 
 
6.1.10 Call issue B (level one). 
A second Level 1 issue was available for 39,297 CSMIS entries. Of these, 7,129 had four 
digit codes that could not be identified, while 152 cases had a two or three digit code that 
could not be identified. A number of other four digit codes displayed could not be 
specifically labelled with a Level 1 grouping. These cases were simply assigned to the 
Level 1 category that shared the same initial digits, which identify the general grouping. 
For example, code 6561 was assigned with other 6000 codes as ‘non-counselling’ and 
5808  with other 5800 codes as a ‘community crisis’ issue. Figure 6.4 presents all 10 
CSMIS Level 1 categories and the total of the cases assigned to each.  
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Figure 6.4. Call totals for each CSMIS second issue Level 1 category.  
 
6.1.11 Social support information.   
Ten response categories of support available to the caller existed in the CSMIS data set. 
The CSMIS variables showing the caller’s support systems indicated none of the callers 
were entered as having the support of family and friends or the support of a psychiatrist. 
A GP was recorded as a source of social support 9,667 times. ‘No significant support’ 
was recorded 7,968 times. Counsellors were entered on 5,516 occasions as a source of 
caller support. ‘Other support’ was recorded as being available in 3,269 cases. A 
psychologist was recorded as a source of social support 2,707 times. A minister or church 
was recorded as a source of social support 2,565 times. A social worker was recorded as a 
source of social support on 2,072 occasions. A social group was recorded as being a 
source of social support on 1,769 occasions. These 10 possible groupings of social 
support available in CSMIS were used a total of 35,533 times, however some times a 
number of different social support groupings were entered for the same caller. This meant 
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that it was not possible to provide an accurate account of how may individual cases the 
social support variable was used for. Figure 6.5 presents the ten groups as percentages of 
this total. 
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Figure 6.5. CSMIS caller social support groupings.   
 
6.1.12 Mental health information. 
The CSMIS ‘Mental Health Screen’, used on 7,591 occasions, showed that there were 
7,363 specific diagnosed mental health disorders reported. In some cases more than one 
mental health disorder was entered for a single case. The distribution of the 7,363 cases 
within the 11 CSMIS mental health categories is presented in Figure 6.6. It should be 
noted that the 7,363 mental health disorders reported in Figure 6.6 include those 
associated with 286 cases that related to another’s mental health disorder.   
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Figure 6.6.  CSMIS mental health groupings and their call totals. 
 
As stated previously, calls where the caller was a ‘carer’ of someone with a mental heath 
condition were recorded for some 286 cases. The CSMIS data indicated that of the total 
mental health cases, 1,083 showed the caller had been under professional care at some 
time in the past, while 4,032 indicated the callers were currently receiving professional 
care. Use of medication for the disorder was indicated for 3,909 mental health entries. 
Table 6.13 presents a list of sources that had referred the mental health callers to Lifeline 
and the frequency of the response. 
 
Table 6.13 
Mental Health Caller’s Source of Lifeline Referral                                                             
Referral Source                                     Frequency                                      Percentage_   
GP      1                                                       3.3 
Psychiatrist     3            10.0 
Other Professional             11             36.7 
Friend/Family                5            16.7 
No-One                           10                                                     33.3  _ 
Total                                                             30                                                   100.0__                   
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6.1.13 Suicide calls.  
Suicidal thoughts 
The CSMIS data indicated that suicidal thoughts were recorded as being present during 
2,386 calls. Figure 6.7 presents the five categories CSMIS uses to record information 
about the length of time the caller’s suicidal thoughts had been present. 
Suicidal plans  
The suicide plan variable had 2,386 entries. A suicide plan was indicated for 836 cases. 
Nine hundred and forty five entries indicated no suicide plan was present, while a further 
543 cases were entered where the status of a suicide plan was ‘not clear’. The access to 
means of suicide variable had 2,332 entries; one case was coded incorrectly. This CSMIS 
variable indicated 1,235 calls or 53% of cases recorded for this variable were believed to 
have the means to commit suicide, while 461 (19.8% of case for the variable) did not 
have access to the means to commit suicide at the time of calling. In 635 cases (27.2% of 
the entries for this variable) it was unclear to the counsellor if the caller had the means to 
suicide.     
438, 18%
355, 15%
282, 12%817, 34%
494, 21%
Few Hours
Few Days
Few Weeks
Month or >
Not Clear
 
Figure 6.7.  Length of time suicidal thoughts had been present  
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Prior suicidal behaviour was recorded in CSMIS for 1,310 cases, or for 56.6 percent of 
occasions the suicide screen was used. No previous suicidal behaviour was recorded for 
461 calls (19.9% of calls for the variable), while ‘not clear’ was entered for the remaining 
542 calls (23.4% of calls for the variable). The CSMIS variable providing data about 
callers with suicidal thoughts and their most recent suicidal behaviour had four 
categories: ‘past month’, ‘2-6 months’, greater than 6 months, ‘not clear’. One entry was 
coded incorrectly and was not used. Figure 6.8 presents the frequencies of entries into 
each of these groupings and their percentage contribution to the variable total.       
476, 25%
231, 12%
342, 18%
823, 45%
Past Month
2-6 Months
>6 Months
Not Clear
 
Figure 6.8. Length of time since most recent suicidal behaviour.  
 
Prior suicidal behaviour 
The CSMIS variable providing data about suicidal callers ‘latest type of suicidal 
behaviour’ had three options: cutting, self-poisoning, or other. Figure 6.9 presents the 
frequencies of entries in each of the three categories and their percentage for the 1,540 
entries for this variable. One entry for this variable was coded incorrectly and was  
excluded from the analysis.        
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256, 17%
798, 51%
485, 32%
Cutting
Poison
Other
 
  Figure 6.9.  Latest type of suicidal behaviour.  
 
Reason for suicide related call 
Suicide information available from the CSMIS indicated 112 calls were entered in 
response to a caller being bereaved or impacted by another’s suicide. There were 303 
calls entered suggesting a caller was concerned about another person’s possible suicide. 
Additional data concerning callers who were bereaved by suicide were available for three 
CSMIS variables. There were 99 cases that had data recorded about the caller’s own 
suicidal thoughts in response to bereavement by suicide. A total of 28 of these calls were 
entered as having suicidal thoughts, with ‘not clear’ used 14 times and ‘no suicidal 
thoughts’ used 56 times.  
 
There were 99 calls also logged for the ‘bereaved by suicide – caller mourning death of’ 
variable. Ten categorical groupings were recorded for the ‘bereaved by suicide – caller 
mourning death of’ variable. One entry for this variable was coded incorrectly. The three 
most used CSMIS responses to this question were friend (25 cases), sibling (23), and 
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partner (20), which accounted for 66.5 percent of the total entries for the variable. Data on 
the length of time since the suicide of the bereaved was available for 98 calls; one case 
was incorrectly coded. Figure 6.10 presents the six categorical responses to the length of 
time the caller had been bereaved by another’s suicide and their frequencies. 
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Figure 6.10.  Time since caller was bereaved by suicide. 
 
6.1.14 Referrals to other agencies. 
Understanding and summarising the referral data from the CSMIS data set was 
problematic. Referrals codes were shown in four variable columns, and it was not clear 
what these four variable columns represented (as no variable labels were provided with 
the data set). Emergency referral codes appeared in three of the four variable columns. 
Centre specific codes and general referrals codes appeared in all four columns. Three of 
the four columns had codes beginning 4000 that could not be identified from the CSMIS 
User Manual (Cameron, 2001) or CSMIS Program Codes File (Lifeline Australia Inc, 
2004a). Attempts to confirm the identity of these columns and others with Lifeline 
Australia were unsuccessful.    
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It was deemed important to identify how many calls had been referred on to emergency 
services. There were six emergency referral codes shown in the CSMIS User Manual 
(Cameron, 2001): Ambulance, Fire, Hospital, Police, Relief/Material Aid, and Other. As 
emergency service codes appeared in three of the four columns that had displayed referral 
codes, the column with the greatest number of this type of code was assumed to be the 
emergency referral variable column. Using the data in this column it was found that 310 
cases received emergency referral: 23 cases received referral to an ambulance, zero cases 
received referral to the fire authorities, 45 cases received referral to the hospital, 84 cases 
received referral to the police, 77 cases received referral to services offering relief and 
material aid, and 81 cases referred to other emergency relief agencies. 
 
The referral column with by greatest number of cases indicated that 50,917 cases received 
a referral. By far the largest referral group making up theses cases was legal assistance 
with 47, 960 cases referred. The next largest grouping of referrals was for counselling, 
with 648 cases. All other referral groupings had less than 500 cases recorded. The referral 
column with the second greatest number of cases indicated that 32,897 cases received a 
referral. By far the largest referral group making up theses cases was legal assistance with 
29, 225 cases. The next largest grouping of referrals was for counselling, with 922 cases. 
All other referral groupings had less than 500 cases to their credit. It must be noted that 
Lifeline Australia Inc. (2005) report that referrals for counselling were the largest 
grouping of referrals in CSMIS. In the CSMIS data set examined, the only referral 
column where counselling referrals (code 1502, n = 127) outnumbered financial referrals 
(code 1509, n = 16) only had 391 entries. How this discrepancy occurred is unclear. 
Lifeline Australia Inc was unable to provide assistance with our requests for more details 
on variable columns and codes in CSMIS, which may have assisted in this case.    
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6.2 CSMIS Statistics for Individual Centres    
The complete national CSMIS summary data presented in the previous section were 
derived from an aggregate of the 51 Lifeline centres represented in the data set supplied 
by Lifeline Australia Inc. In this section the CSMIS data for each of these contributing 
centres is presented individually. The raw CSMIS variable counts for each centre were 
transformed to percentage scores, in order to facilitate direct comparison between centres 
to control for different volumes of calls received by each centre. The Lifeline Centre 
reporting the lowest call total from the period examined was Sutherland (New South 
Wales) with two calls. The highest call total for a Lifeline Centre was shown for 
Brisbane, recording 7,140 calls. Appendix F presents the total number of calls recorded 
for each Lifeline centre, and Figure 6.11 presents each centre’s call total grouping with 
the aid of a thematic map. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 185
 
 
 
 
 
 
 
 
Figure 6.11 
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6.2.1 Gender. 
Examination of each centre’s (N  = 51) caller gender mix showed a trend for female 
callers (M = 1,009.3, SD = 974.8) to outnumber male callers (M  = 478.2, SD  = 451.69). 
One centre, Wonthaggi, was found where the male callers (47.7% of cases for the 
variable) outnumbered female callers (38.9% of cases for the variables). In all other cases 
the females outnumbered female callers. The percentage of male, female, and unknown 
callers for each centre is presented in Table 6.14.  
 
Table 6.14 
Lifeline Centre Call Totals, Gender Sub Totals, and Percentage of all Calls to the 
Centre  
                                              Female                          Male                           Unknown         
Lifeline Centre                         n                %               n               %               n                 %   .   
Adelaide              1566 60 839 32.2 204 7.8 
Albury/Wodonga        645 50.5 402 31.5 230 18.0 
Ballarat              1709 72.8 514 21.9 124 5.3 
Bathurst             245 57 132 30.7 53 12.3 
Bendigo               921 50.9 553 30.6 336 18.6 
Brisbane              4479 62.7 1803 25.3 858 12.0 
Broken Hill           383 58.4 238 36.3 35 5.3 
Bundaberg             1167 71.2 325 19.8 146 8.9 
Burnie                40 61.5 12 18.5 13 20.0 
Caboolture            351 66.1 139 26.2 41 7.7 
Cairns                1132 59.5 472 24.8 299 15.7 
Canberra              2388 52.7 1226 27.1 917 20.2 
Central Coast         1724 62.5 781 28.3 254 9.2 
Coffs Harbour         1160 63.1 504 27.4 173 9.4 
Darling Downs         1085 56.4 635 33.0 204 10.6 
Dubbo                 51 61.4 12 14.5 20 24.1 
Geelong               763 68.1 226 20.2 132 11.8 
Gippsland             580 44.2 544 41.5 188 14.3 
Gladstone             280 64 126 30.0 25 6.0 
Gold Coast            2400 59.1 1053 25.9 610 15.0 
Grafton               108 57.1 56 29.6 25 13.2 
Hervey Bay            433 66 131 20.0 92 14.0 
Hobart                908 60.9 418 28.0 165 11.1 
Hornsby/Ku-ring-gia   2332 54.7 1081 25.4 847 19.9 
Ipswich               1160 69.5 389 23.3 120 7.2 
Lithgow               13 43.3 13 43.3 4 13.5 
Macarthur             1853 55.6 982 29.5 496 14.9 
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Table 6.14 Cont 
 
                                                         Female                          Male                               Unknown         
Lifeline Centre                                  n                %               n                   %               n                 %    .            
Mackay                381 55.3 241 35.0 69 9.7 
Manly/Warringah       2968 60.5 1415 28.8 525 10.7 
Maryborough           178 65.1 53 19.3 43 15.7 
Mid Coast (NSW)  676 65.8 340 33.1 11 1.1 
Newcastle             2143 58.7 1005 27.5 500 13.7 
North Queensland      936 58.8 464 29.2 191 12.0 
North West (TAS)      350 57.9 156 25.5 98 16.2 
Northern Rivers       1001 63.6 437 27.8 136 8.6 
Orange                243 61.7 113 28.7 38 9.6 
Penrith               330 50.3 217 33.1 109 16.6 
Perth                 1780 59.7 763 25.6 437 14.7 
Port Augusta          333 64.4 149 28.8 35 6.8 
Port Pirie            345 68 134 26.4 28 5.5 
Rockhampton           336 57.2 212 36.1 39 6.6 
South Coast           1670 55.7 986 32.9 341 11.4 
South East (SA)       568 54.7 383 36.9 88 8.5 
Sunshine Coast        802 63.7 262 20.8 195 15.5 
Sutherland            1 50 1 50.0 0 0 
Sydney                2973 54.7 1455 26.8 1005 18.5 
Tamworth              549 63.7 228 26.5 85 9.9 
Warrnambool           455 48.2 315 33.4 174 18.4 
Western Sydney   3181 46.4 1708 24.9 1960 28.6 
Whyalla               360 64.6 151 27.1 46 8.3 
Wonthaggi             58 38.9 74 47.7 17 11.4 
__________________________________________________________________ 
 
Levene’s test of the equality of variance between the male (M = 487.6, SD = 64.0) and 
female (M = 1,029.3, SD = 137.10) proportions of callers to each centre (N = 51) was 
significant (F = 18.449, p <.001), indicating variances between the two samples were 
unequal. An examination of histograms, box, and normality plots indicated the 
distributions of the 51 centres’ number of male and female callers was positively skewed, 
with both having high ‘outlier’ values. Due to these results, suggesting a breach of 
normality assumptions, it was decided that a non-parametric test of the two independent 
means would be more appropriate than an equivalent parametric test. A Mann-Whitney 
Test indicated a significant difference (U = 833.00, p = .002) for male and female use of 
the service.  
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An examination of bivariate correlation of the male and female percentage of cases to 
each centre using Spearman’s rank correlation coefficient indicated a number of 
potentially significant associations at the .05 level with CSMIS primary call issues and 
marital status. A positive and significant relationship for the percentage of female callers 
and the percentage of married and partnered callers was observed (rs = .490, n = 50, p 
<.001). A negative relationship between the male caller percentage for each centre and the 
married and partnered marital status grouping percentage was indicated, but this was not 
statistically significant (rs = -.145, n = 50, p = .315). A significant positive relationship for 
the percentage of female callers and the percentage of calls dealing with ‘abuse and 
violence’ was observed (r = .387, n = 51, p = .005). A negative and significant association 
with the percentage of ‘abuse and violence' calls, and male percentage of calls was 
observed (r = -.343, n = 51, p = .014).  
 
2.2.2 Caller focus. 
Caller focus information was recorded for 50 centres. Table 6.15 presents the percentage 
of ‘self focused’ calls and ‘other focused’ calls as a proportion of all calls to the centre. 
The total percentage of calls recorded for the caller focus variable is also presented in 
Table 6.15. It is clear from this summary and the percentage of all calls column that some 
centres enter more calls for these two groupings than others. 
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Table 6.15 
Self and Other Focused Calls and the Total Number of Focus Case as a 
Percentage of all Calls Recorded For the Centre 
                     Centre                                     Self           Other       % All Calls 
 
Adelaide                       47.2 7.3 54.5
Albury/Wodonga           60.2 10.5 70.7
Ballarat                        79.4 9.0 88.4
Bathurst                       56.5 14.7 71.2
Bendigo                        48.6 6.5 55.1
Brisbane                       35.8 5.8 41.6
Broken Hill                    92.5 7.2 99.7
Bundaberg                     78.3 14.6 92.9
Burnie                          73.8 3.1 76.9
Caboolture                     75.7 15.1 90.8
Cairns                          0.8 0.0 0.8
Canberra                       65.0 15.6 80.6
Central Coast        67.8 13.5 81.3
Coffs Harbour                75.4 17.7 93.1
Darling Downs  60.4 10.4 70.8
Dubbo                          45.8 4.8 50.6
Geelong                        72.0 16.6 88.6
Gippsland         66.2 12.3 78.5
Gladstone                     78.8 18.8 97.6
Gold Coast        30.5 7.8 38.3
Grafton                         78.3 21.7 100.0
Hervey Bay                    48.0 11.1 59.1
Hobart                          85.2 3.3 88.5
Hornsby/Ku-ring-gia    45.9 5.9 51.8
Ipswich                         79.6 13.8 93.4
Lithgow                        60.0 10.0 70.0
Macarthur             77.3 9.5 86.8
Mackay                         63.9 16.9 80.8
Manly/Warringah     49.7 5.7 55.4
Maryborough                  38.3 7.3 45.6
Mid Coast            86.2 13.7 99.9
Newcastle           45.4 9.4 54.8
North Queensland    47.4 17.0 64.4
North West (TAS)   73.7 7.6 81.3
Northern Rivers  47.1 9.7 56.8
Orange                         45.2 5.6 50.8
Penrith                         60.7 23.0 83.7
Perth                           53.5 8.0 61.5
Port Augusta                  57.6 5.8 63.4
Port Pirie                      69.8 8.5 78.3
Rockhampton                 76.1 17.6 93.7
South Coast        72.3 15.4 87.7
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                       Centre                                     Self           Other       % All Calls 
South East (SA) 88.9 7.3 96.2
Sunshine Coast 73.2 15.0 88.2
Sutherland                     . . . 
Sydney          34.8 4.6 39.4
Tamworth                       74.6 16.4 91.0
Warrnambool                 68.3 10.3 78.6
Western Sydney 71.8 4.2 76.0
Whyalla                        59.1 7.1 66.2
Wonthaggi                      67.1 7.4 74.5
 
 
6.2.3 Age. 
The percentage of calls reported for each CSMIS age category was compiled for each 
centre. The range of responses to each CSMIS age category was as follows. The 0-14 year 
age grouping recorded no calls from the centres at Bathurst, Burnie, Dubbo, Lithgow, 
Rockhampton, Sunshine Coast, and Wonthaggi and a high of 1.1 percent was recorded by 
Grafton and North Queensland (Townsville). For the 15-19 year grouping the range was 
zero at Dubbo, to a high of 4.5 percent at the Mid Coast (Port Macquarie) centre. The 20-
24 age grouping had a range of one percent, recorded at Whyalla, and reached a high of 
10 percent at Lithgow. The 25-34 age grouping had a range of 8.4, recorded at Dubbo, 
and reached a high of 26.8 at Wonthaggi. The 35-44 age grouping had a range of 13.1 
percent, recorded at Maryborough, and reached a high of 34.9 percent for Lifeline Mid 
Coast. The 45-54 age grouping had a range of 10.6, recorded at Cairns, reaching a high of 
28.3 percent for the Ballarat Centre. The 55-64 age grouping had a range of 2.5, reported 
at Penrith, to a high of 19.4 percent for the Port Augusta centre. The 65-74 age grouping 
had a range of 0.6, reported at Rockhampton, to a high of 6.0 percent for Bendigo and 
Dubbo centres. The 75-84 age grouping had a range of zero, reported by Burnie, 
Gladstone, Lithgow, Mackay, North West Tasmania, Port Pirie, and Wonthaggi, to a high 
of 5.1 percent for Geelong. The 85 plus age grouping had a range of zero reported at 
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Albury, Bendigo, Burnie, Caboolture, Gladstone, Mackay, Mid Coast, North West, 
Penrith, Port Augusta, Rockhampton, South East (Mt Gambier), Warrnambool, and 
Wonthaggi. The centre at Lithgow had the largest proportion of 85 plus callers (7.6%). 
The centre recording the lowest percentage of calls as unknown was the Mid Coast Centre 
with .9 percent, while the centre recording the greatest percentage of unknown aged 
callers was Maryborough with 47.8 percent of all its calls. The centre at Sutherland only 
recorded two calls and was not included in the above analysis. A complete breakdown of 
CSMIS age grouping percentages for all centres can be found in Table 6.16. 
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Table 6.16 
CSMIS Caller Age Grouping Percentages for each Lifeline Centre   
Lifeline Centre                           0-14       15-19      20-24       25-34       35-44       45-54      55-64      65-74        75-84        85+    Unknown__     
Adelaide                            0.4 1.0 4.3 16.8 20.7 14.9 8.1 3.8 1.5 0.3 28.4 
Albury/Wodonga                      0.2 1.7 4.9 17.8 16.8 17.2 15.2 2.1 0.5 0.0 23.2 
Ballarat                            0.4 1.5 3.9 13.7 19.1 28.3 15.0 5.7 1.5 0.1 10.4 
Bathurst                           0.0 1.1 3.3 17.4 23.5 20.2 7.7 1.6 0.5 1.1 23 
Bendigo                             0.1 0.9 2.5 14.1 16.4 16.6 13.6 6.0 0.6 0.0 29.1 
Brisbane                            0.1 1.4 4.5 16.4 17.3 14.4 9.8 2.7 1.5 0.1 31.2 
Broken Hill                         0.9 1.5 3.1 16.0 19.5 19.4 16.0 4.5 0.5 0.5 18.1 
Bundaberg                           0.1 1.9 5.4 20.9 26.4 17.8 10.5 2.6 1.2 0.7 11.6 
Burnie                              0.0 1.5 3.1 16.9 23.1 15.4 15.3 1.5 0.0 0.0 24.6 
Caboolture                          0.2 0.8 6.1 17.7 22.9 17.7 9.5 3.2 2.6 0.0 19.4 
Cairns                              0.9 1.0 4.6 16.9 20.7 10.6 6.8 1.3 2.6 0.3 34.6 
Canberra                            0.3 3.0 6.3 19.8 21.2 12.8 7.1 2.5 0.6 0.1 26 
Central Coast              0.3 1.0 3.2 19.9 25.4 17.2 9.4 4.0 2.1 0.1 16.6 
Coffs Harbour                       0.4 0.5 4.0 16.0 28.0 20.0 11.0 3.9 1.1 0.4 14.5 
Darling Downs         0.4 0.9 3.7 9.5 18.2 17.1 4.9 1.5 0.2 0.1 43.8 
Dubbo                               0.0 0.0 3.6 8.4 21.7 14.4 8.4 6.0 1.2 6.0 30.1 
Geelong                             0.1 2.8 2.9 13.0 24.1 13.7 4.4 3.0 5.1 0.5 30.3 
Gippsland                 0.3 1.9 4.5 15.2 26.3 17.6 9.7 1.8 0.7 0.1 21.3 
Gladstone                           0.0 2.6 7.2 16.0 15.3 13.3 5.5 2.4 0.0 0.0 37.7 
Gold Coast              0.2 0.5 2.7 15.9 19.4 16.2 7.2 2.5 1.6 0.1 32.3 
Grafton                             1.1 0.5 7.4 21.1 27.5 12.2 12.1 3.7 0.5 1.1 12.2 
Hervey Bay                          0.5 1.0 5.4 19.5 19.7 13.7 7.5 2.5 0.6 1.1 28.7 
Hobart                              0.3 1.4 5.2 10.4 14.8 21.4 10.5 2.4 0.3 0.1 33.3 
Hornsby/Ku-ring-gia  0.4 2.8 7.5 15.9 19 13.7 7.2 3.2 0.5 0.1 29.6 
Ipswich                             0.1 1.0 3.9 21.1 17.1 15.3 16.7 1.4 1.3 0.3 21.7 
Lithgow                             0.0 3.3 10.0 20.0 20.0 20.0 6.7 3.3 0.0 3.3 13.3 
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Lifeline Centre                           0-14       15-19      20-24       25-34       35-44       45-54      55-64      65-74        75-84        85+    Unknown__     
Macarthur                 0.4 4.4 8.2 19.7 17.4 11.0 6.7 3.7 0.4 0.1 28 
Mackay                              0.1 1.8 3.9 16.8 16.9 14.2 13.9 3.6 0.0 0.0 28.2 
Manly/Warringah  0.5 2.4 7.6 16.7 24 17.3 10.9 3.1 0.4 0.1 18.7 
Maryborough                         0.7 0.4 2.2 16.4 13.1 11.4 5.9 1.1 0.8 0.5 47.8 
Mid Coast            0.3 4.5 5.4 13.1 34.9 17.6 14.0 5.2 3.3 0.0 0.9 
Newcastle                 0.3 3.4 5.1 14.0 17.5 17.1 10.4 2.1 1.1 0.4 28.2 
North Queensland        1.1 2.1 5.4 20.4 19.0 13.6 6.7 1.4 1.7 0.7 21.6 
North West (TAS) 0.2 0.9 5.1 18.9 21.2 19.3 9.1 2.5 0.0 0.0 22.7 
Northern Rivers           0.3 1.1 3.5 14.3 23.5 15.5 9.4 4.0 1.9 1.1 25.0 
Orange                              0.3 0.9 5.1 11.7 19.8 20.6 9.4 3.8 1.8 7.6 19.0 
Penrith                             0.4 1.5 7.1 15.9 29.7 12.5 2.5 1.5 0.4 0.0 28.5 
Perth                               0.6 2.1 6.0 14.6 19.5 16.4 12.7 2.8 1.1 0.2 23.6 
Port Augusta                        0.8 0.4 2.7 17.1 20.3 16.9 19.4 3.9 0.2 0.0 18.2 
Port Pirie                          0.2 0.8 1.1 14.2 18.4 19.1 14.4 1.2 0.0 0.2 28.4 
Rockhampton                         0.0 3.2 5.8 18.6 18.4 23.8 6.2 0.6 0.2 0.0 23.3 
South Coast         0.4 1.4 5.7 16.1 21.3 15.3 17.5 1.8 2.2 0.0 18.3 
South East (SA)         0.7 1.6 3.5 15.3 21.0 26.0 11.3 4.1 1.1 0.1 15.0 
Sunshine Coast        0.0 1.1 3.3 17.8 24.5 18.4 11.5 2.1 0.5 0.2 20.7 
Surry Hills                0.3 2.7 5.6 14.1 15.6 12.2 7.5 2.3 0.4 0.1 39.1 
Sutherland                          . . . 50.0 . 50.0 . . . . . 
Tamworth                            0.8 1.4 6.1 17.6 18.2 21.2 9.3 2.7 1.2 0.3 21.0 
Warrnambool                         0.4 1.2 4.0 11.9 20.5 24.9 8.0 2.4 0.8 0.0 25.6 
Western Sydney 0.4 2.0 5.1 13.6 15.4 11.4 6.4 1.7 0.3 0.1 43.4 
Whyalla                             0.6 1.6 1.0 17.6 17.8 17.7 16.8 2.8 0.2 0.2 23.0 
Wonthaggi                           0.0 2.1 3.3 26.8 28.9 12.7 10.8 1.4 0.0 0.0 16.8 
_________________________________________________________________________________________________________________ 
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6.2.4 Relationship status. 
The relationship variable had seven CSMIS categories. These were aggregated to three 
groupings: married or partnered; unknown; and single. The centre at Lithgow recorded 
the lowest percentage of callers (6.6%) falling into the ‘married or partnered’ grouping. 
The centre at Townsville recorded the greatest percentage of ‘married or partnered’ 
callers (32.1%). The mean percentage of ‘married or partnered’ callers for all centres was 
18.9 percent (SD = 4.8%). The centre recording the lowest number of ‘single’ callers was 
Maryborough (25.2%), while the centre with the greatest percentage of ‘single’ callers 
was Port Macquarie (61.3%). The mean percentage of ‘single’ callers recorded for all 
centres was 45.5 percent (SD = 7.5%). The centre recording the lowest percentage of 
‘unknown’ relationships calls was Port Macquarie with 14.7 percent, while the greatest 
percentage was recorded for Maryborough with 52.2 percent. The mean percentage of 
‘unknown’ callers entered for the relationship variable was 35.6 percent (SD = 8.5%). The 
centre at Sutherland/Narellan recorded no relationship information for its 2 recorded calls. 
 
An examination of bivariate Pearson correlation coefficients of the relationship groupings 
with other variables indicated a number of potentially significant associations. A negative 
relationship was indicated for the percentage of callers identified as relationship 
‘unknown’ and the percentage of callers assigned to the single category (r = -.690, n = 50, 
p <.001). A positive relationship was observed between the percentage of single grouped 
callers and the percentage of repeat callers (r = .580, n = 50, p <.001). 
 
6.2.5 Call issue.  
The percentage of calls recorded in each CSMIS level one ‘issue’ category for each centre 
is presented in Table 6.17.  
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Table 6.17 
Percentage of each Centre’s Calls Recorded for each CSMIS Level One Issue 
Lifeline Centre                              Adjustment     Family      Behaviour       H&D1         Abuse     Prac-Help   Direction     S&S2         Crisis     Non-Coun  Hang up_            
Adelaide                        19.5 16.5 4.8 15.8 7.7 3.1 3.5 13.9 0.2 6.2 9.2 
Albury/Wodonga           12.5 13.8 8.4 12.8 4.4 2.5 5.2 17.5 0.3 4.7 17.9 
Ballarat                          7.2 11.8 5.1 30.8 2.9 4.8 5.0 22.7 0.7 2.9 6.1 
Bathurst                        10.0 19.5 4.7 14.9 5.3 7.2 4.7 12.6 0.0 5.8 15.1 
Bendigo                         8.8 8.0 4.4 18.7 2.8 3.5 5.0 22.8 0.2 3.9 22.0 
Brisbane                        9.7 16.6 4.6 15.9 3.0 5.1 4.3 16.3 0.1 10.7 13.7 
Broken Hill                    18.6 12.2 12.7 11.9 2.0 5.8 6.7 19.4 0.0 5.8 5.0 
Bundaberg                    20.5 13.0 4.4 7.0 7.3 5.6 5.2 11.5 0.1 10.7 14.6 
Burnie                           13.8 12.3 4.6 15.4 0.0 4.6 1.5 26.2 0.0 0.0 21.5 
Caboolture                    17.7 13.4 3.8 10.9 6.2 8.9 8.1 13.0 0.0 8.3 9.8 
Cairns                           17.4 10.3 7.1 9.6 5.2 2.4 1.4 7.5 0.2 26.0 12.9 
Canberra                       16.7 9.9 5.6 10.3 3.6 16.4 3.0 10.9 0.4 3.0 20.0 
Central Coast           9.4 14.8 5.8 13.7 3.3 5.3 4.9 21.4 0.1 6.9 14.5 
Coffs Harbour               15.8 13.2 6.4 8.6 5.2 3.2 5.0 22.7 0.2 9.4 10.4 
Darling Downs      15.9 14.1 6.0 22.3 4.3 5.8 3.8 9.8 0.1 4.5 13.3 
Dubbo                           13.3 10.8 2.4 15.7 6.0 6.0 8.4 8.4 0.0 3.6 25.3 
Geelong                        19.3 14.0 6.1 17.8 3.2 2.3 2.8 11.0 0.1 11.5 12.0 
Gippsland              11.8 13.8 6.8 21.7 2.7 2.1 2.8 17.7 0.2 4.1 16.4 
Gladstone                     14.6 16.5 9.5 5.0 8.6 6.7 4.8 12.9 0.5 8.6 12.4 
Gold Coast             13.1 16.5 8.3 10.7 4.9 4.0 5.6 8.7 0.3 10.9 17.0 
Grafton                          15.3 14.3 9.5 9.0 6.3 7.9 5.3 12.2 1.6 4.8 13.2 
Hervey Bay                   15.4 16.5 6.4 9.6 7.6 6.4 3.4 8.5 0.2 10.0 16.0 
Hobart                           15.1 15.4 5.4 11.5 4.2 2.1 4.8 16.8 0.1 8.3 16.5 
Hornsby/Ku-ring-gia  10.7 10.8 5.7 15.2 3.6 2.7 3.7 19.5 0.2 5.9 22.0 
Ipswich                          10.4 9.2 3.6 15.6 3.2 5.4 4.3 29.8 0.1 8.8 9.6 
Lithgow                         16.7 20.0 13.3 6.7 0.0 3.3 3.3 10.0 0.0 3.3 23.3 
Macarthur                11.4 8.4 4.8 11.9 3.9 19.3 3.5 13.4 0.2 6.9 16.3 
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Table 6.17 Continued 
 
Lifeline Centre                              Adjustment      Family     Behaviour     H&D         Abuse     Prac-Help   Direction        S&S         Crisis      Non-Coun  Hang up           
Mackay                        18.7 11.3 6.0 5.2 6.0 10.4 2.8 20.3 0.1 7.3 11.8 
Manly/Warringah       10.3 13.3 6.5 17.3 4.3 2.8 4.1 24.3 0.3 4.6 12.1 
Maryborough                 16.4 13.1 3.6 4.4 8.0 5.5 4.7 3.3 0.4 23.7 16.8 
Mid Coast               25.1 14.9 5.7 15.5 5.5 2.7 3.8 22.5 0.1 3.1 1.1 
Newcastle                 10.3 14.6 5.2 15.7 4.4 14.3 4.4 10.0 0.1 6.3 14.8 
North Queensland 14.3 22.1 7.5 7.1 6.0 6.0 2.3 5.8 0.4 14.3 14.1 
North West (TAS)     14.2 11.8 9.8 13.1 3.5 2.5 3.5 12.4 0.2 10.8 18.4 
Northern Rivers        15.6 18.3 8.8 11.8 4.9 4.8 5.7 14.2 0.1 5.8 10.0 
Orange                          17.3 16.2 8.4 19.5 4.8 7.9 6.9 4.1 0.0 3.3 10.9 
Penrith                          18.8 13.6 5.9 9.1 5.2 6.6 7.2 12.0 0.5 5.2 15.9 
Perth                             18.6 13.6 4.9 15.3 3.0 3.5 5.7 14.0 0.3 5.5 15.5 
Port Augusta                 18.0 7.7 6.6 18.2 2.5 3.5 3.3 24.6 0.2 5.0 10.4 
Port Pirie                       17.2 10.7 7.1 18.7 2.2 3.2 2.8 25.4 0.0 4.1 8.7 
Rockhampton                15.3 10.2 12.3 9.5 5.5 6.1 4.3 20.4 0.2 8.3 7.8 
South Coast            15.0 10.4 5.9 16.6 4.8 5.6 3.9 18.4 0.5 5.0 13.8 
South East (SA)         15.6 9.3 5.7 19.9 6.4 2.9 8.1 16.5 0.2 4.0 11.4 
Sunshine Coast      24.5 12.2 8.7 7.7 10.2 5.6 3.9 10.1 0.1 4.0 13.0 
Sutherland                    0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 0.0 0.0 0.0 
Surry Hills                12.1 9.7 4.8 17.1 3.6 2.6 3.3 19.4 0.2 5.9 21.4 
Tamworth                      27.1 9.7 5.2 8.4 4.2 8.5 2.6 12.6 0.1 8.8 12.8 
Warrnambool                14.7 10.2 5.1 28.7 2.2 1.1 2.6 8.3 0.0 6.1 21.0 
Western Sydney   12.8 9.6 4.6 21.5 2.0 1.0 6.0 12.8 0.1 3.8 25.8 
Whyalla                         14.2 10.2 5.6 15.1 3.8 2.5 4.7 26.9 0.2 6.3 10.6 
Wonthaggi                     10.1 14.1 6.0 13.4 2.0 3.4 7.4 32.2 0.0 0.0 11.4 
 
1 Health & Disability 
2 Self & Society 
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6.2.6 Centre ARIA score and relationship to CSMIS variables. 
The ARIA populated localities scores and categorical groupings for each Lifeline Centre 
in the data set were examined. The ARIA framework indicated that the six Lifeline 
Centres with the greatest ARIA scores in the data set, meaning greater 
remoteness/accessibility, were Mackay (ARIA = 3.70), Broken Hill (ARAI = 3.24), 
Townsville (3.00), Grafton (ARIA = 2.91), and Coffs Harbour and Burnie (ARIA = 2.80). 
The Mackay Lifeline centre had the highest ARIA score (ARIA = 3.7) and this was the 
only centre that had a categorical rating of ‘moderately accessible’ or greater. There were 
11 Lifeline Centres with an ARIA categorical rating of ‘accessible’, while the remaining 
39 centres from the data set had a ‘highly accessible’ categorical rating. There were 15 
centres with ‘highly accessible’ categorical ratings with ARIA scores of zero. The ARIA 
score and categorical rating of each centre is presented in Table 3.1.   
 
An examination of bivariate Spearman’s rank correlation coefficient (rs) indicated a 
number of potentially significant associations between the centre ARIA score and other 
variables at the .05 level of significance. However, it must be noted that if a Bonferroni 
adjustment (alpha divided by number of tests preformed) is made to the alpha level of 
significance at .05, with 31 correlations performed the new level for a  significant alpha 
would be .0016 (Harris, 1995). Therefore, the words ‘potentially significant’ are used 
rather that statistically significant for these case. Table 6.18 presents a listing of the 
Lifeline centre’s ARIA score and correlations between CSMIS variable call proportions.  
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Table 6.18 
  
Spearman’s Rank Correlation Coefficients for Call Centre ARIA Scores and 
CSMIS Centre Variable Proportions  
 
Variable                                                Correlation (Rho)             Significance (p-value) 
Gender (N = 51) 
    Female       .239    .091 
    Males      .567    .567 
    Gender unknown               -.272    .054 
Marital status (N = 50) 
    Married and partnered    .328    .020 
    Single/no relationship    .144    .317 
    Not known                -.302    .033 
Caller focus (N = 50)  
    Self focus       .315    .026 
    Focus other      .143    .321 
    Total % of case for focus variable   .324    .022  
Age (years) 
      0-14 (N = 50)     .021    .887 
    15-19 (N = 50)               -.240    .098 
    20-24 (N = 50)               -.289    .042 
    25-34 (N = 51)     .088    .537 
    35-44 (N = 50)     .109    .453 
    45-54 (N = 50)     .275    .051 
    55-64 (N = 50)     .313    .027 
    65-74 (N = 50)     .103    .369 
    75-84 (N = 50)               -.276    .052 
    80+    (N = 50)     .123    .394 
    Unknown (N = 50)                -.357    .011 
Presenting Issue 
    Abuse & violence (N = 51)    .176    .217  
    Adjustment & loss (N = 51)   .316    .024 
    Behaviour problems (N = 51)   .303    .031 
    Community crisis (N = 50)                          -.158    .273 
    Family challenges (N = 51)                         .052    .715 
    Hang up calls (N = 51)              -.187    .189       
    Health & disability (N = 51)              -.208    .144 
    Life’s direction (N = 51)     .056    .697 
    Non-counselling calls (N= 51)   .019    .894 
    Practical help (N = 51)     .149    .295 
    Self & society (N = 51)    .048    .740   
Miscellaneous 
    Catchment population (N = 51)              -.444        .001 
    Mental health screen (N = 51)             -.065    .650 
    Regular callers (N = 50)     .117    .220 
    Suicidal thoughts (N = 51)               -.051    .911 
    Total calls received (N = 51)             -.603             <.001 
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6.2.7 Repeat or regular callers.  
The centre with the smallest percentage of calls recorded as ‘regular’ was Cairns (0.3%). 
The centre with the greatest percentage of regular calls recorded was Gladstone (41.4%). 
The mean percentage of calls logged as ‘repeat’ calls for all centres was 19.6 percent (SD 
= 9.2%). The proportion of repeat or regular caller as a percentage of all calls to a centre 
is presented in Table 6.19.   
 
Table 6.19 
Lifeline Centres and Percentage of calls shown as regular or repeat calls 
 
Lifeline Centre                  % Repeat Calls     Lifeline Centre                      % Repeat Calls 
Adelaide 13.6  Macarthur (Narellan) 33.6
Albury/Wodonga 20.2  Mackay 12.9
Ballarat 28.9  Manly/Warringah (Balgowlah) 13.7
Bathurst 21.0  Maryborough 2.6
Bendigo 29.6  Mid Coast (Port Macquarie) 32.5
Brisbane 13.9  Newcastle (Hamilton) 11.8
Broken Hill 23.0  North Queensland (Townsville) 7.6
Bundaberg 11.1  North West (TAS)(Devonport) 21.5
Burnie 29.2  Northern Rivers (Lismore) 18.8
Caboolture 13.2  Orange 24.9
Cairns 0.3  Penrith 13.0
Canberra 8.5  Perth 16.2
Central Coast (Wyoming) 32.8  Port Augusta 20.1
Coffs Harbour 18.3  Port Pirie 36.1
Darling Downs (Toowoomba) 29.7  Rockhampton 13.6
Dubbo 22.9  South Coast (Wollongong) 28.3
Geelong 24.0  South East (SA) (Mt Gambier) 27.5
Gippsland (Morwell) 32.7  Sunshine Coast (Maroochydore) 22.6
Gladstone 41.4  Sutherland           0.0
Gold Coast (Broad Beach) 11.5  Sydney (Surry Hills) 10.1
Grafton  14.8  Tamworth 19.7
Hervey Bay 8.5  Warrnambool 11.4
Hobart 17.9  Western Sydney (Parramatta) 9.8
Hornsby/Ku-ring-gia (Gordon) 10.2  Whyalla 24.8
Ipswich 30.2  Wonthaggi 24.2
Lithgow                                               13.3 
  
Note: that the name in brackets is the centre location when the centre name is not the centre’s location 
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6.2.8 Mental health and suicide calls. 
Calls recorded in the CSMIS ‘Mental Health Screen’ as involving the caller’s mental 
health were tallied for each individual centre in the data set and converted to a percentage 
of all calls to that centre. The centre recording the greatest percentage of mental health 
calls involving the caller’s mental health was Geelong (32%) (ARIA = 0.18). The centres 
at Townsville (ARIA = 3), Lismore (ARIA = 0.79), and Sutherland (ARIA = 0) all failed 
to record any mental health calls involving the caller. The mean percentage (N = 51) of 
recorded mental health calls involving the caller was 8.6 percent and had a standard 
deviation of 6.98. The median percentage of mental health calls involving the caller was 
seven percent. A complete listing of all centres examined and the percentage of all calls 
recorded as mental health calls involving the caller are presented in Table 6.22. 
 
Calls recorded in the CSMIS ‘Mental Health Screen’ as involving a third party’s mental 
health for each call centre were transformed to a percentage of all calls to the centre. The 
centre recording the greatest proportion of mental health calls involving a third person 
was Gladstone (2.1%). A number of centres recorded no calls involving a third party’s 
mental health, these centres were: Bendigo, Burnie, Canberra, Lithgow, Townsville, 
Lismore, Orange, Rockhampton, Mt Gambier, Sutherland, Parramatta, Whyalla, and 
Wonthaggi. The mean percentage of centres (N = 51) recording mental health calls 
involving a third person was .38 percent, with a standard deviation of .44 percent. Table 
6.20 presents a complete listing of all centres examined and each centre’s recorded 
proportion of third party mental health calls. 
 
Calls recorded in the CSMIS ‘Suicide Screen’ as involving callers with suicidal thoughts 
were converted to a percentage of all recorded calls to each centre (N = 51). The centre 
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recording the greatest proportion of callers with own suicidal thoughts was Adelaide 
(7.45%). The centres at Lismore and Sutherland recorded no calls for this variable. The 
mean (N = 51) percentage of suicide calls was three, with a standard deviation of 1.7 
percent. The median percentage of suicide calls to all centres examined was 2.8 percent.              
 
Table 6.20 
Lifeline Centres and Percentage of Mental Health and Suicide Calls Recorded 
 
Lifeline Centre                              Caller’s Mental Health          Others MH          Own Suicide   
Adelaide 11.2 0.4 7.4
Albury/Wodonga 7.0 0.2 3.1
Ballarat 19.6 0.3 4.3
Bathurst 17.7 0.5 3.3
Bendigo 15.0 0.0 4.9
Brisbane 3.6 0.3 1.6
Broken Hill 3.7 0.2 1.7
Bundaberg 2.9 0.4 0.8
Burnie 10.8 0.0 6.2
Caboolture 7.3 0.2 2.4
Cairns 2.2 0.2 2.8
Canberra 0.8 0.0 2.8
Central Coast (Wyoming) 24.0 0.4 3.1
Coffs Harbour 5.2 0.1 1.1
Darling Downs (Toowoomba) 8.4 0.2 3.5
Dubbo 1.2 1.2 4.8
Geelong 32.0 1.2 5.8
Gippsland (Morwell) 13.4 0.3 2.3
Gladstone 4.3 2.1 2.6
Gold Coast (Broad Beach) 3.4 0.1 1.6
Grafton 12.7 0.5 1.6
Hervey Bay 2.3 0.3 4.9
Hobart 7.4 0.1 2.1
Hornsby/Ku-ring-gia (Gordon) 12.2 0.5 3.9
Ipswich 12.5 0.5 1.3
Lithgow 6.7 0.0 6.7
Macarthur (Narellan) 16.6 0.8 1.8
Mackay 2.5 0.1 2.2
Manly/Warringah (Balgowlah) 8.9 0.5 3.0
Maryborough 4.0 1.5 2.6
Mid Coast (Port Macquarie) 11.0 0.7 4.8
Newcastle  7.4 0.3 2.1
North Queensland (Townsville) 0.0 0.0 1.4
North West (TAS)(Devonport) 5.1 0.5 2.8
Northern Rivers (Lismore) 0.0 0.0 0.0
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Table 6.20 Cont 
 
Lifeline Centre                                Caller’s Mental Health           Others MH       Own Suicide   
Orange 11.2 0.0 2.3
Penrith 4.6 0.5 1.1
Perth 9.6 0.4 6.2
Port Augusta 12.4 0.2 4.4
Port Pirie 5.3 0.2 2.6
Rockhampton 1.2 0.0 0.9
South Coast (Wollongong) 14.5 0.6 4.1
South East (SA) (Mt Gambier) 17.2 0.0 4.0
Sunshine Coast (Maroochydore) 5.2 0.6 3.4
Sutherland 0.0 0.0 0.0
Sydney (Surry Hills) 5.0 0.3 2.9
Tamworth 4.4 1.5 2.9
Warrnambool 26.1 0.2 4.0
Western Sydney (Parramatta) 4.3 0.0 1.6
Whyalla 3.2 0.0 1.4
Wonthaggi 11.4 0.0 3.4
____________________________________________________________________ 
 
 
6.3 Comparison of Metropolitan and Non-Metropolitan Centres 
The raw counts for selected CSMIS variables were averaged as a proportion of all calls to 
each of 10 metropolitan Lifeline centres (n = 40,918 cases) and for 12 non-metropolitan 
Lifeline centres (n = 9,335 cases). The procedure used to select this sample is described in 
the previous chapter. The non-metropolitan and metropolitan centre’s variable means 
were compared using independent t-test. The two group means, standard deviations, 
results of t-tests, Levene’s tests for the equality of the sample’s variance, and the Sapiro-
Wilk test of the sample’s normality are presented in Table 6.21.   
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Table 6.21 
Rural and Metropolitan Variable Means and T-Tests                                                                                       
                                                                                                           Equality of Variance                                                T-Test 
Variable                                    Rurality         N        Mean         SD            (Levene’s)                           F              p                   t         df             p           Shapiro-Wilk       p  .                         
Female % Metro 10 58.3 6.05 = variances assumed 0.16 .692 -1.798 20 .087 0.945       .581 
 Rural 12 62.4 4.76 Not assumed   -1.758 16.97 .097 0.983       .975 
Male% Metro 10 26.8 2.64 = variances assumed 5.90 .025 0.243 20.00 .811 0.908       .328 
 Rural 12 26.2 6.89 Not assumed   0.260 14.67 .798 0.918       .364 
Unknown% Metro 10 14.9 6.34 = variances assumed 0.00 .992 1.392 20.00 .179 0.926       .433 
 Rural 12 11.3 5.78 Not assumed   1.380 18.51 .184 0.905       .284 
Married/Partnered % Metro 10 16.1 2.73 = variances assumed 4.04 .058 -2.190 20.00 .041 0.970       .877 
 Rural 12 20.5 5.92 Not assumed   -2.329 16.06 .033 0.947       .588 
Relationship ? % Metro 10 39.7 8.48 = variances assumed 0.06 .803 2.315 20.00 .031 0.941       .536 
 Rural 12 31.6 7.88 Not assumed   2.298 18.70 .033 0.964       .788 
Single %  Metro 10 44.3 6.62 = variances assumed 0.01 .924 -1.135 20.00 .270 0.905       .306 
 Rural 12 47.9 8.07 Not assumed   -1.157 20.00 .261 0.896       .227 
Regular % Metro 10 16.3 8.52 = variances assumed 0.10 .760 -1.095 20.00 .286 0.731       .010 
 Rural 12 20.3 8.71 Not assumed   -1.098 19.44 .286 0.970       .867 
Repeat Total %  Metro 10 27.5 15.11 = variances assumed 1.18 .290 -0.309 20.00 .761 0.803       .019 
 Rural 12 29.8 19.28 Not assumed   -0.316 19.95 .755 0.838       .039 
Self  Focus % Metro 10 52.6 17.88 = variances assumed 0.04 .840 -2.112 20.00 .047 0.904       .304 
 Rural 12 67.9 16.08 Not assumed   -2.091 18.39 .051 0.944       .546 
Focus Total % Metro 10 59.9 19.56 = variances assumed 0.03 .868 -2.343 20.00 .030 0.908       .324 
 Rural 12 78.4 17.53 Not assumed   -2.318 18.35 .032 0.880       .125 
Other Focus % Metro 10 7.3 2.82 = variances assumed 7.72 .012 -1.584 20.00 .129 0.875       .132 
 Rural 12 10.5 5.90 Not assumed   -1.681 16.35 .112 0.927       .419 
Age 0-14 % Metro 10 0.3 0.16 = variances assumed 8.79 .008 -1.424 20.00 .170 0.921       .401 
 Rural 12 0.5 0.40 Not assumed   -1.524 15.15 .148 0.955       .688 
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Table 6.21 Continued 
                                                                                                  Equality of Variance                                                T-Test 
Variable                                    Rurality         N        Mean         SD            (Levene’s)                           F              p                   t         df             p           Shapiro-Wilk       p__                        
Age 15-19 % Metro 10 2.0 1.14 = variances assumed 1.46 .242 2.339 20.00 .030 0.945       .586 
 Rural 12 1.1 0.67 Not assumed   2.233 14.03 .042 0.915       .341 
Age 20-24 % Metro 10 5.5 1.79 = variances assumed 0.00 .976 2.208 20.00 .039 0.960       .753 
 Rural 12 3.8 1.86 Not assumed   2.216 19.53 .039 0.950       .626 
Age 25-34 % Metro 10 16.5 2.36 = variances assumed 0.84 .371 -0.359 20.00 .723 0.907       .319 
 Rural 12 17.0 3.53 Not assumed   -0.372 19.21 .714 0.928       .426 
Age 35-44 % Metro 10 18.5 2.58 = variances assumed 1.62 .218 -2.448  20.00 .024 0.928       .441 
 Rural 12 21.9 3.59 not assumed   -2.524  19.63 .020 0.859       .068 
Age 45-54 & Metro 10 14.3 2.17 = variances assumed 1.68 .209 -2.154  20.00 .044 0.948       .622 
 Rural 12 17.2 3.76 not assumed   -2.259  18.03 .036 0.933       .458 
Age 55-64 % Metro 10 9.3 3.30 = variances assumed 0.72 .406 -1.986  20.00 .061 0.832       .042 
 Rural 12 12.5 3.97 not assumed   -2.021  20.00 .057 0.972       .890 
Age 65-74 % Metro 10 2.7 0.78 = variances assumed 4.48 .047 -0.895  20.00 .382 0.966       .826 
 Rural 12 3.2 1.44 not assumed   -0.942  17.52 .359 0.912       .323 
Age 75-84 % Metro 10 0.9 0.55 = variances assumed 0.09 .772 0.883  20.00 .388 0.821       .033 
 Rural 12 0.7 0.56 not assumed   0.885  19.41 .387 0.921       .382 
Age 85+ % Metro 10 0.2 0.08 = variances assumed 3.85 .064 -1.465  20.00 .159 0.630       .010 
 Rural 12 0.9 1.65 not assumed   -1.611  11.07 .135 0.902       .265 
Age Unknown % Metro 10 29.6 7.54 = variances assumed 0.00 .978 3.031  20.00 .007 0.963       .800 
 Rural 12 20.5 6.55 not assumed   2.991  18.04 .008 0.939       .495 
Caller's M/H % Metro 10 8.7 4.51 = variances assumed 0.65 .429 1.071  20.00 .297 0.923       .412 
 Rural 12 6.4 5.47 not assumed   1.091  20.00 .288 0.904       .272 
Others M/H % Metro 10 0.4 0.23 = variances assumed 0.53 .474 0.967  20.00 .345 0.948       .613 
 Rural 12 0.3 0.34 not assumed   1.004  19.15 .328 0.886       .161 
Suicide Thoughts % Metro 10 2.9 2.01 = variances assumed 0.01 .920 0.157  20.00 .877 0.807       .021 
 Rural 12 2.8 1.83 not assumed   0.155  18.48 .878 0.884       .149 
 205 
Table 6.21 Continued 
                                                                                                         Equality of Variance                                                          T-Test 
Variable                                    Rurality         N        Mean         SD            (Levene’s)                           F              p                   t         df             p      Shapiro-Wilk       p   .                             
Own Suicidal Thoughts % Metro 10 3.1 2.12 = variances assumed 0.00 .992 0.263  20.00 .796 0.811      .024 
 Rural 12 2.9 1.84 not assumed   0.259  18.04 .799 0.877      .104 
Adjustment & Loss % Metro 10 12.9 3.45 = variances assumed 1.19 .288 -2.602  20.00 .017 0.795      .015 
 Rural 12 16.0 2.17 not assumed   -2.497  14.61 .025 0.921      .382 
Family Challenge % Metro 10 12.4 3.29 = variances assumed 0.09 .766 -0.178  20.00 .860 0.868      .098 
 Rural 12 12.7 3.77 not assumed   -0.180  19.94 .859 0.908      .303 
Behaviour Problems % Metro 10 5.3 1.31 = variances assumed 1.61 .220 -1.445  20.00 .164 0.826      .036 
 Rural 12 6.6 2.61 not assumed   -1.529  16.75 .145 0.852      .053 
Health & Disability % Metro 10 15.6 2.94 = variances assumed 7.04 .015 1.522  20.00 .144 0.914      .362 
 Rural 12 13.0 4.71 not assumed   1.587  18.72 .129 0.903      .266 
Abuse & Violence % Metro 10 3.9 1.55 = variances assumed 5.15 .035 -0.771  20.00 .450 0.840      .048 
 Rural 12 4.6 2.44 not assumed   -0.803  18.82 .432 0.930      .438 
Practical Help % Metro 10 5.0 5.20 = variances assumed 1.55 .228 0.094  20.00 .926 0.596      .010 
 Rural 12 4.8 1.72 Not assumed   0.087  10.64 .932 0.925      .408 
Life Direction % Metro 10 4.4 1.01 = variances assumed 4.49 .047 -0.430  20.00 .672 0.867      .096 
 Rural 12 4.7 2.20 Not assumed   -0.458  15.99 .653 0.969      .853 
Self & Society % Metro 10 17.2 6.21 = variances assumed 2.01 .171 -0.043  20.00 .966 0.928      .444 
 Rural 12 17.3 7.82 Not assumed   -0.044  19.97 .965 0.911      .317 
Community Crisis % Metro 10 0.2 0.08 = variances assumed 3.03 .098 -0.561  19.00 .581 0.837      .046 
 Rural 11 0.3 0.45 Not assumed   -0.588  10.71 .569 0.571      .010 
No Counselling % Metro 10 6.9 2.44 = variances assumed 2.00 .173 0.295  20.00 .771 0.900      .278 
 Rural 12 6.5 3.90 Not assumed   0.308  18.70 .762 0.957      .705 
Hang Up Calls % Metro 10 16.3 5.47 = variances assumed 0.02 .900 1.197  20.00 .245 0.956      .715 
 Rural 12 13.4 5.55 Not assumed   1.199  19.38 .245 0.957      .709 
_________________________________________________________________________________________________________________ 
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6.4 Lifeline Ballarat’s Telstra Data  
Lifeline Ballarat’s exchange data for January, February, March, and April 2002 showed a 
total of 6,289 successful calls, with an average successful monthly rate of 1,572.25 calls 
(SD = 112.66). A grand total of 8,967 (M = 2,241.8 calls/month, SD = 201.2) calls were 
shown for these months and this total included calls not answered and those that could not 
be answered, due to the line being busy. The grand total also includes calls from areas 
outside Ballarat Lifeline’s primary call catchment, which were rolled over from the 
Bendigo Lifeline Centre. Telstra summary information for the four month call period in 
2002 and 2004 is presented in Figure 6.12.   
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Figure 6.12. 2002 and 2004 Ballarat Telstra data call total, successful call total, 
party busy total, no answer total, and unique phone number call total     
 
Exchange data for January, February, March, and April 2004 recorded 4,996 successful 
calls, with an average monthly rate of 1,249 calls (SD, 288.4). A grand total of 6,800 calls 
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(M = 1700, SD = 617.1) were recorded for the four months examined. The grand total for 
2004 also includes calls from areas outside Ballarat Lifeline’s primary call catchment, 
which were rolled over from the Bendigo Lifeline Centre. No unique number details were  
available for the 2004 Telstra data set. A table of the 2002 and 2004 Telstra summary 
information is provided in Appendix D.    
 
Successful calls from Lifeline Ballarat’s primary call catchment for January (1,045 calls), 
February (818), March (915), April (987) 2002 and January (682), February (744), March 
(656), and April (657) 2004, were assigned to the ESA from where they originated. The 
difference between the successful call totals from the 2002 and 2004 Telstra summary 
information provided in Appendix D and Figure 6.12 and the successful call totals 
presented above are due to the calls from outside Lifelines primary call catchment having 
been excluded.  
 
The ESA call rates were calculated by dividing the successful total calls for the Lifeline 
Ballarat primary call catchment’s ESA over the four month period by its population. The 
call rate for the ESAs were called the LISN rates. Thematic maps presented in Figures 
6.13 and Figure 6.14 show the 2002 and 2004 LISN rates for each ESA in the study area. 
Appendix G presents a table of the total successful calls received for each ESA for the 
corresponding months examined in 2002 and 2004. The percentage change column of the 
table presented in Appendix G indicates the percentage change between the successful 
call total for 2002 and 2004. The percentage change was calculated using the following 
formula; percentage change equals change in value divided by original value times 100 
percent (Regill & McAuliffee, 1992). A negative sign preceding the number indicates a 
decrease in calls from 2002 to 2004, while a positive sign indicates an increased call total 
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between 2002 and 2004. A thematic map of the percentage change between 2002 and 
2004 in successful calls is presented in Figure 6.15. A MapInfo worksheet presenting the 
2002 and 2004 LISN rates in tabular and graphic form can be found in Table 2 on the 
accompanying CD-Rom.          
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Figure 6.13. Call rates for ESAs in 2002. 
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Figure 6.14. Call rates for ESAs in 2004. 
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Figure 6.15. Percentage change between 2002 and 2004 LISN for Telstra ESA’s 
in Lifeline Ballarat’s primary call catchment   
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6.5 LISN 2002 and LISN 2004 Associations 
The relationship between the LISN rates for 2002 and 2004 was tested using a non-
parametric test because the two indicators were negatively skewed due to a large number 
of ESAs with rates of zero (2002, n = 40; 2004, n = 44). The LISN rates for 2002 and 
2004 were found to be significantly correlated in a positive manner (rs = .625, N = 106, p 
<.001). 
 
6.6 LISN and ARIA Associations 
At the ESAs level, ARIA scores were found to be significantly and negatively correlated 
with the LISN for both 2002 (rs = -.331, n = 106, p = .001) and 2004 (rs = -.484, n = 106, 
p <.001).  
 
6.7 LISN and SEIFA Associations  
It was predicted that disadvantage, as indicated by the SEIFA, would be associated with 
higher rates on the LISN, hence a one-tailed test was used. The SEIFA 
advantage/disadvantage scores were correlated with the 2002 LISN (rs = -.226, n = 106, p 
= .010) and 2004 LISN (rs = -.167, n = 106, p = .044) in a statistically significant negative 
way, as were the SEIFA disadvantage scores with the 2002 LISN (rs = -.357, n = 106, p 
<.001) and 2004 LISN (rs = -.425, n = 106, p <.001). However, the SEIFA economic 
scores was not significantly correlated with ether the 2002 LISN (rs = -.079, n = 106, p = 
.209) or the 2004 LISN (rs = .039, n = 106, p = .346). There was also no significant 
correlation found between the SEIFA education scores and 2002 LISN (rs = -.125, n = 
106, p = .100) or 2004 LISN (rs = -.099, n = 106, p = .157).     
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The relationship between each of the SEIFA was determined by parametric Pearson’s 
coefficient, after examination of their distributions. The Index of 
Advantage/Disadvantage was positively correlated with the Index of Disadvantage (r = 
.809, n = 106, p <.001), Index of Economic Resources (r = .804, n = 106, p = <.001), and 
Index of Education and Occupation (r = .875, n = 106, p <.001). The Index of 
Disadvantage was positively correlated with Index of Economic Resources (r = .502, n = 
106, p <.001) and Index of Education and Occupation (r = .706, n = 106, p <.001). The 
Index of Economic Resources was positively correlated with Index of Education and 
Occupation (r = .491, n = 106, p <.001). Figure 6.16 presents thematic maps of the SEIFA 
scores for the Grampians Region. 
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Figure 6.16. SEIFA scores for the Grampians Region  
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6.8 LISN and Social Cohesion  
It had been predicted that there should be a significant negative relationship between 
social cohesion and the LISN. Two procedures were used to examine the relationship 
between social cohesion scores (Vinson, 2004) and the LISN. The initial procedure 
examined the relationship between the two variables at the ESA level, while the 
alternative procedure examined this relationship at the postcode level. The two analyses 
produced similar results and indicated that there was a no relationship between the two 
variables. However, the correlation coefficients generally indicated the relationship was 
in predicted direction.    
 
The 2002 and 2004 LISN ESA rates were correlated with ESA social cohesion scores 
using a Spearman’s rank correlation coefficient non-parametric test. Spearman’s Rho was 
used as both the social cohesion and LISN rates were not found to be normally 
distributed. As the direction of the association had been predicted the tests results 
reported are single tailed. Neither the 2002 (rs = -059, n = 75, p = .306) or the 2004 (rs = -
.094, n = 75, p = .211) LISN ESA call rates were significantly associated with the ESA 
cohesion scores. The second procedure aggregated the LISN ESA call rates to the 
postcode level, the areal unit at which the social cohesion were produced by Vinson. 
Spearman’s Rho was again used to assess the relationship between the postcode social 
cohesion scores and the postcode LISN rates and the results reported show single tailed 
significance figures. The analysis showed that the 2002 (rs = -.151, n = 24, p = .240) and 
2004 (rs = .106, n = 24, p = .311) LISN postcode rates were not statistically associated 
with the postcode social cohesion scores. The 2002 and 2004 total calls were combined 
and divided by postcode population to obtain the overall population adjusted call rates. 
When this combined LISN postcode score was correlated with the postcode social 
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cohesion scores there was still no statistically significant relationship found (rs = -.060, n 
= 24, p = .781).     
 
Spearman’s Rho was used to examine the relationship between the estimated social 
cohesion scores for ESAs and SEIFA scores for ESAs. Vinson (2004) reported little 
relationship with social cohesion and disadvantage. A non-parametric two tailed test was 
used, as there was no prediction of the direction of the relationship and the social 
cohesion score distribution deviated from a normal distribution. The correlation 
coefficients between social cohesion scores and SEIFA were as follow: Index of 
Disadvantage (rs = .111, n = 75, p = .343); Index of Advantage/Disadvantage (rs = -.116, n 
= 75, p = .322); Index of Economic Resources (rs = -.155, n = 75, p = .185); and Index of 
Education and Occupation (rs = -.193, n = 75, p = .097).    
 
6.9 LISN and Intentional Self Harm Deaths 
It had been expected that suicide rates would be associated with LISN in a positive way. 
Population adjusted suicide rates were correlated with the LISN for postcodes in the 
Grampians Region. Table 6.22 presents the Spearman’s rank correlation coefficients for 
these variables and also for the social cohesion scores for the postcodes. 
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Table 6.22 
Correlations between the LISN and Social Cohesion Scores and Suicide Rates 
for Postcodes in the Grampians Region 
 
 Variable                                 Correlation with Suicide Rate  
 LISN 2002    rs  .402 
     n 44 
     p .007 
 
 LISN 2004    rs .380 
     n          44 
     p .011       
 
 LISN Total 2002              rs      .428 
& 2004Combined   n 44 
     p .004 
 
 Social Cohesion    rs .161 
     n 24 
     p       .453 
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7 
 
 
Discussion: The LISN 
 
 
7.0 Introduction 
The aim of this chapter is to examine evidence relating to the validity and potential use of 
the Lifeline call rate indicator, which was created for the thesis from Ballarat Lifeline’s 
Telstra data. The Lifeline Indicator of Social Need (LISN) call rates were produced for 
ESAs in the primary call catchment area of the Ballarat Lifeline centre. The Ballarat 
centre’s primary call catchment services much of the Grampians Region of Victoria.  
 
This chapter begins with an examination of the LISN’s properties such as geographic 
variability, temporal stability, and ability to measure change in the community. The 
convergent validity of the LISN is then examined by testing its association with 
theoretically associated measures. The LISN call rates were tested for their association 
with the ARIA scores, SEIFA scores, social cohesion scores, and suicide rates. 
Convergent validity between these theoretically associated indicators and the LISN is 
used as support for the LISN’s construct validity, and the claim that it measures an area’s 
expressed need for social support from the service. 
 
In relation to the research questions presented in Chapter 4 this chapter provides evidence 
that:  
• the LISN can be produced for small areas; 
• the LISN showed a range of call rates; 
• the LISN showed variation over time; 
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• the LISN rates were associated with the ARIA; and, 
• the LISN rates showed evidence of convergent validity with theoretically 
associated indicators. 
In relation to the specific hypotheses presented in Chapter 4 this chapter will show that: 
• a statistically significant positive association was found between each year’s LISN 
rates; 
• the LISN was associated with the ARIA in a statistically significant negative way; 
• the LISN showed a statistically significant negative association with the SEIFA; 
index of disadvantage/disadvantage and the index of disadvantage, but not with 
the SEIFA index of economic resources or index of education and occupation; 
• the LISN was associated with suicide rates in a statistically significant positive 
manner; and, 
• the LISN was not statistically associated with social cohesion scores.     
  
7.1 Call Rate Indicator Properties: The LISN  
Call rates from geographic areas to Lifeline were hypothesised to be an indicator of an 
area’s ‘expressed need’ (Black & Hughes, 2001) for social support from the Lifeline 
telephone counselling service, which in turn was suggested could indicate something of 
the social nature of these areas as it relates to the availability of social support and 
community strength. A population adjusted call rate indicator was able to be compiled for 
small areas (N = 106) within the Lifeline Ballarat primary call catchment region. This call 
rate indicator was named the Lifeline Indicator of Social Need (LISN) and was derived 
for data extracted for coinciding time periods in 2002 and 2004. The LISN showed 
properties such as small area coverage, geographic variability, temporal stability, and 
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sensitivity to measure change at the community level that would seem to support its use 
as a potential social indicator. 
 
7.1.1 Small area coverage.
It is desirable for a social indicator to be able to provide information for small areas 
(Black & Hughes, 2001, Carstairs, 2000). This property of an indicator can improve its 
utility. For example, data for small areas can be aggregated up to higher geographic 
levels. It also enables social conditions in small areas to be identified where conditions 
may be more uniform. The LISN delimited the vast Grampians Region into 106 Telstra 
ESAs (a map of the region and the ESA areas are presented in Figure 5.1). The population 
size of these areas varied from 92 in the Glenlee ESA to 29,501 in the Ballarat ESA. The 
medium population size for the 106 ESAs was 485 residents. 
 
7.1.2 Geographic or internal variability of the LISN. 
A social indicator that has no internal variability between scores has little to offer those 
wanting to use it for social inquiry. A social indicator provides measurements of social 
conditions by showing variations in the indicator’s scores (Wilcox, et al., 1972). Thus, an 
indicator without internal variation could tell us little about the relative levels of the social 
conditions it purports to measure. The LISN showed internal variation of rates that may 
indicate it has potential as a social indicator. 
 
Population adjusted call rates expressed by the LISN had a large range. For the 2002 
LISN the rates ranged from zero to 182.70 calls per thousand people per four months. The 
2004 LISN had a range of rates that ranged from zero to 151.24 calls per thousand people 
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per four months. Thus, the LISN did show internal variation of its rates and, therefore, 
would seem to have the potential to be used to compare social conditions at a point in 
time. 
 
7.1.3 Temporal stability: the relationship between 2002 and 2004 LISN 
Rates. 
There was a significant positive correlation found between the two years of call rates 
examined. The correlation between 2002 and 2004 call rates was high (rs = .625, n = 106, 
p <.001) (two tailed). This result may indicate the LISN call rates were measuring a 
reasonably stable characteristic of the areas examined.  
 
It might be expected that if the LISN indicated an area’s expressed need of social support 
from the service, as suggested by the MGTCRU, then it should show a reasonable level of 
consistency over time. An area whose population is experiencing problems accessing 
informal or formal support at a point in time would be expected to continue having 
problems accessing informal or formal support. An exception to this assumption would be 
cases where the availability of social support resources improves or the need for social 
support was decreased in some way. Conversely, an area whose population is self 
sufficient with social support and not contacting Lifeline for support would be expected to 
not need the service unless support conditions or need within the area change. The 
assumption of consistency of scores over time is used in testing the reliability of 
measures, such as psychological tests of IQ. Reliability is concerned with the consistency 
of test scores. The test-retest method is one of the oldest methods of estimating the 
reliability of test scores. The test-retest method assesses the degree that test scores are 
consistent from one test administration to the next. The method relies on the assumption 
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that the construct being measured is a stable one (Murphy & Davidshofer, 1998). The 
assumption that an area’s social conditions remains relatively stable across time, unless 
social conditions change in some way, is supported by the literature. 
 
A longitudinal study in Oslo by Dalgard and Tambs (1997) supports the assumption that 
conditions within an area needed to change before marked social change can be 
measured. Of five types of neighbourhoods surveyed by Dalgard and Tambs, only an 
initially poorly functioning neighbourhood was found to experience marked social change 
in mental health in the ten year period examined. This neighbourhood was reported to 
have experienced a strong trend towards more environmental improvements of resources 
such as playgrounds, schools, shops, kindergartens, and youth activities. In Australia, 
Vinson (2004, p. 55) reported “considerable stability” between the 1999 and 2003 
disadvantage scores compiled for Victorian postcodes. Vinson (2004) reported that nine 
of its ten top ranking disadvantaged localities in 1999 also reappeared in the list of the top 
40 most disadvantaged postcodes in 2003. However, Vinson reported a case study of one 
area that did experience a change in its disadvantage ranking between 1999 and 2003. 
This area, Wendouree West in the Grampians Region, had experienced an extensive 
neighbourhood renewal project beginning in 2001 (more information on this project and 
its association with LISN is presented in section 7.2). Consistent with a contextual 
approach to health, it seems that social disadvantage and mental health of populations can 
be remarkably stable over time unless social conditions change. Therefore, the high 
correlation between LISN areal call rates in 2002 and 2004 may have been expected and 
may be used to support the reliability of the LISN. Moreover, the stability of the LISN for 
between 2002 and 2004 seem to provide some support for the claim that the indicator 
picks up on elements of the social conditions (i.e. community strength) within an area. 
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The analysis of CSMIS data in Chapter 6 indicates that repeat callers can use the service 
over extended periods. This could also be an explanation for the high correlation found 
between 2002 and 2004 LISN rates. The continuing use of the service by repeat callers 
could mean that those using the Lifeline service in 2002 may then have contributed to call 
rates in 2004. In chapter 3, regular callers were identified as having the potential to use 
the service in a very intensive manner. This was also inferred from our analysis of 
Ballarat Lifeline’s unique caller figures (see Chapter 8), which suggested that perhaps 
more than 90 percent of calls are from repeat callers. Therefore, the finding that the call 
rates seem to be picking up on a relatively stable characteristic of the area could be 
because they are identifying individual need and not the area’s general need for social 
support, as posited by the MGTCRU. This possibility will be discussed again in later 
sections.        
   
7.1.4 Summary of the LISN’s properties.     
The high correlation between the areal call rates for 2002 and 2004 may indicate the 
LISN call rates are picking up on a relatively stable social aspect of an area. However, it 
is recognised that this stable characteristic may be particular caller/s who continue to 
require the service over an extended period of time. An indicator must show variability in 
its scores for it to be considered useful. If the indicator was to show no range of scores 
then its utility would be questionable. The LISN showed that it could provide call rates 
for small areas and that the areas examined had varied call rates. Therefore, the LISN 
would seem to have basic attributes that would make it a potential social indicator of the 
need for social support. More evidence for this claim is provided in the next section, 
which suggests the LISN has the ability to identify successful community interventions 
that build social support and social networks. 
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 7.2 LISN Call Rates Across Time and Their Meaning  
The previous section detailed the tendency for the LISN rates to remain rather stable over 
time. The Wendouree and Ballan exchange areas were selected as case study areas to 
examine if community intervention and strengthening could be identified by changes over 
time to the LISN rates in these areas. The results seem to suggest that LISN call rates may 
have the capacity to identify successful community intervention.   
 
7.2.1 Neighbourhood renewal in Wendouree West and the LISN. 
It was noted in Section 7.2 that Vinson (2004) reported Wendouree West had experienced 
an extensive neighbourhood renewal project beginning in 2001. Vinson reported that this 
intervention seemed to improve the area’s disadvantage score (i.e. less disadvantage). 
This event offered the opportunity to test the proposal that the LISN call rate from an area 
could be used as a social indicator of an area’s expressed need for social support from 
Lifeline. If an intervention in an area was successful in building community capacity and 
support, it might be expected that the community’s use of the Lifeline service would then 
be reduced.   
 
It had been estimated that up to 60 percent of the community was involved in the 
Wendouree West project in some way. Improved facilities and services were outcomes of 
the intervention (Department of Human Services, 2004b). The 2002 LISN may have 
captured some of the effect of the Wendouree West intervention, as the intervention was 
launched in April 2001 (Department of Human Services, 2004b). However, it might be 
expected that the intervention would have taken some time to change the community’s 
levels of expressed need for external social support. Thus, the 2004 LISN may have 
captured the longer term effect of the intervention in the area. Therefore, it might be 
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expected that the call rate in the Wendouree ESA should have fallen between 2002 and 
2004, along with any improvements in social support and community strength in the 
Wendouree West area. 
 
The table presented in Appendix G shows that the Wendouree ESA recorded 314 calls 
during the period January through April 2002. Over the same period in 2004 the total 
number of calls for the Wendouree ESA fell by 35 percent to 205 calls. Taking this result 
at face value, it would seem that the LISN call rate pointed to an improvement in the 
Wendouree community that may have affected the number of calls from the area. 
However, there was a 27 percent decrease in total calls between 2002 (N = 3,767 calls) 
and 2004 (N = 2,739). There were only 19 ESAs that showed an increase in total calls 
between 2002 and 2004, compared to 48 ESAs showing decreasing total calls (the range 
of LISN rates and percentage change between 2002 and 2004 are presented in Appendix 
G). A total of 39 ESAs had the same total number of calls in both 2002 and 2004. This 
may mean the decrease in total calls in 2004 observed for the Wendouree ESA was part 
of the trend for calls to decrease between the two years. Thus, the result may not have 
been due to the neighbourhood renewal in Wendouree West. 
 
However, if the decrease in the total calls for the Wendouree ESA between 2002 and 
2004 was looked at in relation to surrounding ESAs then the result seems to carry more 
weight. The Wendouree ESA is a suburb of the regional centre of Ballarat. When the 
other suburbs of Ballarat were examined, a trend for an increase in the number of call 
between 2002 and 2004 was observed. The table presented in Appendix G indicates 
Alfredton had fewer calls in 2004 (35%); however Buninyong (76%), Mount Clear 
(10%), and Sebastopol (15%) recorded more calls in 2004. Therefore, only one 
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(Alfredton) of the four other suburbs adjoining the City of Ballarat showed a decrease in 
calls between 2002 and 2004. This result might be used as support for the suggestion that 
calls can indicate an area’s social conditions. It may also show that the LISN rates could 
be used over time to indicate changes in the areas expressed need for social support. 
However, due to other possible confounding variables the result is unfortunately not 
unambiguous support for these claims and further supporting evidence would be useful. 
Further, it must be noted that population change may have occurred between 2002 and 
2004 in these ESAs.   
 
7.2.2 Community capacity building in Ballan and the LISN. 
An ESA in the study area was found where a community capacity building initiative had 
been in place between 2002 and 2004. The Community Capacity Building Initiative was a 
joint initiative of the Department of Innovation, Industry and Regional Development and 
the Department of Natural Resources and Environment (State Government of Victoria, 
2002). The initiative aimed to: build human capacity, locate key people and empower 
them, build relationships between existing organisations and the community, involve 
everybody in the community, enhance the economy, and involve outside organisations 
where there were skills gaps. One of 11 areas selected in February 2001 to participate in 
the initiative was Ballan, which was part of the study area. The timeline for the initiative 
shown in the 2002 community action plan was between one and 24 months (State 
Government of Victoria, 2002). Thus, the initiative was in progress during the 2002 and 
2004 call total periods examined by the LISN. It might have been speculated, therefore, 
that the Ballan Community Capacity Building Initiative should have decreased the LISN 
rates in the area between 2002 and 2004. 
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Appendix G shows that the Ballan ESA recorded 11 calls for the period January through 
April 2002. Over the same period in 2004 the total number of calls for the Ballan ESA 
fell by over 50 percent to 5 calls. While only a small number of calls were recorded in 
both time periods, the result seems to indicate the predicted decrease in calls between 
2002 and 2004 occurred. Therefore, this result would seem to add weight to the previous 
finding for the Wendouree ESA. However, because of the trend for calls to decrease 
between 2002 and 2004 this result cannot be confidently attributed to the Community 
Capacity Building Initiative’s effect on call from the Ballan ESA. Further, the small 
number of cases in the Ballan ESA needs to be acknowledged.   
 
7.2.3 Change in total calls between 2002 and 2004.   
 It is unclear why the trend of decreasing call totals occurred between 2002 and 2004 data 
sets. It should be noted that the 2002 period examined by the LISN began less than three 
months after the September 11, 2001 terrorist attacks in New York and Washington. A 
heightened community tension may have been measured by the call rates in the wake of 
these tragic events. Such an explanation would be consistent with the claim that call rates 
indicate community stress and the need for social support to reduce it, as posited by the 
MGTCRU. Indeed, Lifeline Australia Inc. (2003) reported an increase in calls around the 
time of the war in Iraq and Bali Bombings. However, it is also possible that economic and 
environmental conditions such as drought or other circumstances at the national or state 
level may have changed between 2002 and 2004, which then reduced the use of the 
Lifeline service in 2004. Moreover, the reduction in use between 2002 and 2004 may 
have been due to changes at the Lifeline centre level. For example, there may have been 
an increase in the average time taken per call in 2004, which could reduce the total 
number of successful calls taken. Changes to administration requirements could have 
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meant that telephone counsellors had less time to take calls. In a similar manner, changes 
in telephone counsellor numbers or time given per month by telephone counsellor may 
have reduced the call-response capacity of the Lifeline Ballarat call centre in 2004. 
Problems with the phone system or other infrastructure at the centre may have contributed 
to a reduced capacity to take calls in 2004. Increased advertising by the service or an 
increase in the service’s community profile would also seem to have the potential to 
affect call rates. Therefore, without a complete insight into all the variables that could 
possibly affect the successful call totals, it cannot be determined with any certainty why 
such a change occurred. Thus, change in total calls taken from an area or at a centre level 
across time may not be the best indicator of changed circumstances on the ground.  
 
A further potential confounder of the number of successful calls taken from the Ballarat 
call catchment between 2002 and 2004 could be rollover calls from other centres. The 
Ballarat and Bendigo Lifeline centres rollover calls to each other. Examination of the 
Telstra data indicates there was a small increase (approximately six percent) in the 
proportion of successful calls taken by the Ballarat centre from the Bendigo centre’s call 
catchment between 2002 and 2004. Thus, this may have meant the capacity for calls to be 
taken from the Ballarat catchment may have been reduced in 2004 by the increase in calls 
received from the Bendigo catchment. However, this increase in the proportion of 
successful calls taken by the Ballarat centre from the Bendigo call catchment does not 
seem enough to cause all the difference in successful calls taken from the Ballarat 
catchment in 2004. Moreover, there was a decrease in total calls received by the Ballarat 
centre between 2002 and 2004, which indicates there was a genuine decrease in use of the 
service between the periods examined in 2002 and 2004 that cannot be explained by call 
rollovers or other factors that involve the centre’s capacity to take calls.      
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7.2.4 Conclusion.  
Taken together, the reduction in LISN rates for Ballan and Wendouree between 2002 and 
2004 provide some support for the claim that the calls from an area are an indicator of the 
area’s social support needs and social conditions. It may be that changes in the total 
number of calls from an area across time can be used as an indicator of the changing 
social climate, as it relates to the social support needs of the population. However, the 
unexplained trend for LISN rates to decrease between 2002 and 2004 means the results 
for Ballan and Wendouree can only provide limited support for such claims. Moreover, a 
number of possible explanations at the national, international, and Lifeline call centre 
level for changes in call rates to occur over time may mean that the validity of comparing 
use over time at any geographic level could be questioned. It would seem that additional 
information at the institutional and population level is required before a cause for LISN 
rate change over time could be ascertained.     
 
7.3 Construct Validity of the LISN 
The LISN was thought to indicate an area’s expressed need for social support from the 
Lifeline service. Support from the service was posited by the MGCTRU to be sought by 
those who were unable to be supported by more traditional informal sources of social 
support. Thus, the LISN should indicate areas where social support was apparently 
insufficient. Therefore, the construct that the LISN rates measured is the availability of 
social support or the area’s global social support level. To gain evidence to support this 
assumption, the LISN was tested for construct validity by showing convergent validity 
with other theoretically associated aggregated measures. Showing convergent validity is 
an initial step in the validation of a new indicator or measure. Construct validity provides 
evidence that indicators measure what they claim to measure. Construct validity can be 
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examined by exploring the relationship between the construct or measure and other 
concrete, observable measures (Murphy & Davidshofer, 1998). 
 
Unfortunately, there were no reports of social support analysis available for the areas 
examined by the LISN. However, a number of potentially related social indicators were 
identified in Chapter 4 that were available for the areas the LISN covered. The 
relationship between the LISN and the ARIA, the SEIFA, social cohesion scores, and 
suicide rates are examined in this section. Indicators should measure what they claim to 
measure (Black & Hughes, 2001). Therefore, the following studies were important stages 
in providing convergent validity that might be used to support the LISN and the claim it 
measures the expressed need for social support in an area.    
 
7.3.1 ARIA and LISN. 
The 2002 and 2004 LISN for Telstra ESAs in the Grampians Region of Victoria were 
examined visually with the aid of thematic maps (Figure 6.13 and 6.14 present these 
maps). The 2002 and 2004 LISN rates were then correlated with the exchange area’s 
ARIA scores. The material deprivation hypothesis of calls was not supported by the 
results. This hypothesis stated that as the density of people and services reduce in an area, 
as indicated by the ARIA, the LISN call rates should generally increase. A statistically 
significant negative linear relationship indicated decreasing LISN rates with increasing 
ARIA scores. Although this finding is the opposite of what had been anticipated, based on 
the deprivation hypothesis, it provided support for the alternative hypothesis and claim 
the LISN measures the expressed need for social support in an area.    
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The 2002 and 2004 LISN for Telstra ESAs in the Grampians Region of Victoria were 
examined with the assistance of thematic maps. From this examination it was apparent 
that higher call rates tended to cluster around the major service centres in the region. The 
major service centres of Bacchus Marsh, Ballarat, Ararat and Stawell, Horsham, 
Warracknabeal, and Nhill had elevated call rates that extended out into the adjoining and 
surrounding Telstra ESAs. There was also an apparent tendency for ESAs further 
removed from these centres to receive low call rates or to not have received any calls. 
Therefore, the thematic maps of the 2002 and 2004 LISN seemed to indicate that there 
may have been a negative relationship between the ESA LISN rates ARIA scores.  
 
This apparent clustering of areas with higher call rates and, similarly, low call rates, 
suggest positive spatial autocorrelation (Haining, 1993, p. 228). Although call rates for 
2002 and 2004 were highly skewed, even after natural logarithmic transformation, a test 
of spatial autocorrelation using Moran’s I statistic was conducted using S+SpatialStats 
Version 1.5.6 for Windows, with neighbourhoods defined as those with contiguous 
boundaries. As expected from the visual analysis of the thematic maps, statistically 
significant, positive autocorrelation was observed for both periods (2002, Moran’s I = 
0.77, p < .001; and 2004, Moran’s I = 1.03, p < .001). 
  
Due to deprivation of formal health resources in more remote areas it was expected that 
greater rurality and lower levels of accessibility, as measured by the ARIA, would be 
associated with increased call rates to Lifeline. Health services access for people living in 
regional Australia are also influenced by the lower number of GPs, lower rates of bulk 
billing (AMWAC, 2000) and lower levels of access to specialists and major hospitals as a 
consequence of longer travel distances (AIHW, 1998). The restricted availability of face-
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to-face counselling services in non-metropolitan areas can also be problematic (Victorian 
Government Department of Human Services, 2002c, Wimmera Primary Care Partnership, 
2004). The profile of the Grampians region presented in Appendix I identified problems 
with the availability of face-to-face counselling, inadequate infrastructure, and the access 
to services by a dispersed population. Further, Young et al., (2001) report a gradient 
towards poorer access to various types of medical services with increased distance from 
major population centres, from their examination of a national data set in Australia. As 
evidence of this deprivation of formal health services in non-metropolitan Australia and 
the study area was apparent, it was thought that its population would use the Lifeline 
service more to compensate for such material deprivations. Further, non-metropolitan 
populations have poorer health as indicated by life expectancy and other health indicators 
(AIHW, 2002). Therefore, it was hypothesised that call rates would correlate with the 
ARIA in a positive way; meaning high scores on the ARIA would be associated with high 
rates on the LISN indicator (meaning higher LISN rates as accessibility/remoteness 
increase). However, this was not the case and the opposite result was observed with a 
significant negative relationship between the ARIA and the LISN call rate indicator. This 
meant that as the ARIA score of an ESA increased there was a tendency for the LISN 
rates to decrease.    
 
It seems that a deprivation approach to health care service use cannot explain the 
relationship found between the ARIA and the LISN call rates. The negative relationship 
found between the ARIA and the LISN, however, is congruent with the claim that the call 
rates are an indicator of an area’s expressed need for social support. Vinson (2004) 
suggests that social cohesion buffers or contains the deleterious influences of 
disadvantage. Perceived social cohesion had been reported as being higher in non-
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metropolitan communities within Australia (Vinson) and in overseas studies (Lev-Wiesel, 
2003). Moreover, higher social network scores, indicating larger social networks, have 
been reported for rural populations when compared to metropolitan areas (Victorian 
Government Department of Human Services, 2002b). If social cohesion were higher in 
non-metropolitan areas, and did indeed buffer the negative effects of disadvantage, then 
one might expect lower use of formal services such as Lifeline. This is assuming that 
knowledge of Lifeline is constant across all service areas. The MGTCRU suggests that 
the use of the Lifeline service becomes an option when other informal and formal sources 
of social support are inadequate to meet the needs of the caller. If the levels of social 
cohesion are higher and there are larger social networks in non-metropolitan communities 
then these populations may have stronger informal social support available to them and 
this may compensate for their deprivation of formal services.        
 
In the Western District of Victoria, McLaren et al. (2001) reported stress and depression 
scores were inversely related to rurality, so that greater rurality was associated with lower 
scores on these variables. This was also the trend found for the LISN and its relationship 
with the ARIA. Further, rural and remote women, in the 45-50-age bracket, have been 
reported to have significantly lower stress levels than cohorts in urban areas (Brown et al., 
1999) and both males and females living in non-metropolitan Australia were significantly 
less likely to say they are unhappy (Wainer & Chesters, 2000). These findings seem to 
indicate that there is something at work in the non-metropolitan environment that is 
buffering the effect of a deprivation of formal services. A survey of 23,000 Australians 
(Cummins et al., 2005) found that people in non-metropolitan “communities are more 
dependent on each other and therefore become a more cohesive group” (“We’re Happy”, 
2005). The results of the Cummins et al. survey showed that the wellbeing scores of those 
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living in accessible and moderately accessible ARIA areas were higher than those in 
metropolitan and remote areas. While there may well be higher levels of social cohesion 
and wellbeing and lower levels of stress and depression in some non-metropolitan areas, 
it cannot be said with any authority that this is due to the availability of social support.  
 
Further, it was noted in Chapter 2 that rural residents may need to reach a higher need-
for-care threshold before seeking care (Rost et al., 2002). Therefore, the finding that 
ARIA was negatively associated with LISN call rates cannot be used as conclusive 
evidence that the LISN is indicating the expressed need for social support from areas. 
However, it must be remembered that the MGTCRU points to the reduction of stress as a 
prime motivation for a Lifeline call. If the levels of stress are lower in non-metropolitan 
areas, for what ever reason, then it seems logical that these populations would utilise the 
Lifeline service less than higher stress populations if all else was equal. Yet, it must be 
acknowledged that the association found between the ARIA and the LISN is supportive of 
the MGTCRU and the assumption the LISN shows an area’s expressed need for social 
support. 
 
The HBM suggests that perceived susceptibility to the disability or disease is a factor that 
helps predict health-related behaviours. People in rural areas are suggested to describe 
health as a negative, as in the absence of disease (Humphreys & Rolley, 1991). Thus, if 
the people within rural areas have not been diagnosed as having a disease then they may 
not perceive the need to seek help relative to those with a more positive definition of 
health. For example, rural males are suggested to generally neglect preventative health 
care, preferring to consult doctors for acute medical care (Humphreys, Mathews-Cowey 
& Weinand, 1997). Perhaps differing definitions of health in metropolitan and non-
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metropolitan areas could be part of the explanation for those in non-metropolitan areas 
not seeming to use the Lifeline service to the same extent as those in more metropolitan 
areas.    
           
The finding that there was a significant negative association between the ARIA scores for 
areas and the LISN is supportive of both the MGTCRU and the assumption that LISN 
measures the strength of social support in an area. However, on its own this result is far 
from conclusive evidence that the LISN rates are an indicator of the strength of the social 
support available within areas. Rather, the association between the LISN and ARIA is 
part of the process of building construct validity for the indicator. More evidence to 
support the construct validity of the LISN is detailed in the next two sub-sections.      
           
7.3.2 SEIFA and LISN. 
The predicted negative relationship between the SEIFA and the LISN was found. The 
LISN ESA call rates and the SEIFA Index of Disadvantage and the Index of 
Advantage\Disadvantage scores showed a statistically significant relationship at the .05 
significance level. This relationship between the SEIFA and the LISN rates for ESAs in 
the Grampians Region provides further support for the construct validity of the LISN. 
Moreover, the association between the LISN call rates and the SEIFA supports the 
finding of Johnston (1979) of a tendency for more calls to emanate from areas with low 
socio-economic status. The relationship also indicates the LISN may be related to health 
outcomes, as socio-economic disadvantage has been shown to be consistently associated 
with health outcomes.  
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Social capital has been referred to as the resources that emerge from social ties (Onyx & 
Bullen, 2000). Social support can be seen to be important in building social capital 
(Welch, 2000) as both concepts involve social networks. Macinko and Starfield (2001) 
suggest social capital refers to the available resources that are accumulated by people by 
virtue of their mutual acquaintances. Social support is such a resource that is drawn from 
social networks. Therefore, as was argued in Chapter 2, social support must be a form of 
social capital. Thus, the two concepts should show some statistical association. Where 
social capital is high there should be greater levels of social support available. It has been 
stated that the most economically disadvantaged have the lowest levels of social capital 
regardless of geography (Bullen & Onyx, 1999). Thus, economic disadvantage might be 
used as a proxy indicator for social capital.  
 
There is also evidence in the literature that social support can be associated with socio-
economic status in its own right. For example, it has been found that higher income and 
education can be associated with larger social networks, more contact with network 
members, and involvement in more voluntary commitments (Fischer, 1982). Stansfeld, 
Head, and Marmot (1998) found evidence that higher socio-economic status may provide 
greater mobility and more opportunities for making contacts. Poorer socio-economic 
status, however, may restrict opportunities for social mobility and may force people to 
rely more heavily on their family for social contacts. Turner and Marino (1994) found 
greater levels of perceived global social support were related to higher socio-economic 
status. However, Vaux (1988) reported mixed findings on the question of whether levels 
of support vary by socio-economic status. Socio-economic deprivation has been shown to 
be associated with suicide mortality (Congdon, 1996; Gunnell, Peters, Kammerling & 
Brooks, 1995; Whitley, Gunnell, Dorling & Davey Smith, 1999), of which social isolation 
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is a risk factor (Bonner, 2000; Lifeforce Suicide Prevention Program, n.d.; Thomas, 
Crawford, Meltzer & Lewis, 2002). Thus, there is good reason to suggest that socio-
economic disadvantage and social support can be associated with each other in their own 
right. Indeed, Johnston (1979) found that most calls to a telephone counselling centre 
emanated from lower socio-economic areas. Johnston used this finding to support his 
claim that the call rates would indicate where “community support is apparently absent” 
(Johnston, p. 34). Therefore, a negative relationship between socio-economic indices and 
the LISN call rates would be expected, based this previous research and the MGTCRU, if 
the LISN were able to show an area’s expressed need for social support.  
 
The LISN indicator had been predicted to be negatively associated with the Index of 
Relative Socio-Economic Disadvantage, meaning that high LISN rates would be 
associated with low scores on this index. Low scores on this index reflect areas with 
many low income families and people with little training who are employed in unskilled 
positions (Australian Bureau of Statistics, 2001a). In fact, a statistically significant 
negative relationship was found between the LISN and the SEIFA Index of Relative 
Socio-Economic Disadvantage for the time periods within the two years examined (2002, 
rs = -.357, n = 106, p <.001; and 2004, rs = -.425, n = 106, p <.001). The correlation 
coefficients were of a “low” to “moderate” level for both years (Morris & Maisto, 2003, 
p.539), but were both in the predicted direction. 
LISN rates were expected to be negatively associated with the Index of 
Advantage/Disadvantage, meaning that high LISN rates would be associated with low 
scores on the Index of Relative Socio-Economic Advantage/Disadvantage. A high score 
on this index indicates that the area has a larger proportion of people with high income 
and a lower proportion of individuals unskilled and with low income. A low score 
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indicates the reverse, in that the area has a lower proportion of people with high income 
and a higher proportion of individuals unskilled and with low income (Australian Bureau 
of Statistics, 2001a). A statistically significant but weak negative correlation was found 
between the LISN and the SEIFA Index of Relative Socio-Economic 
Advantage/Disadvantage for both years (2002, rs = -.226, n = 106, p = .010; and 2004, rs 
= -.167, n = 106, p = .044). 
 
The LISN rates were expected to be negatively associated with the Index of Economic 
Resources, meaning that high LISN rates would be associated with low scores on the 
Index of Economic Resources. The Index of Economic Resources reflects the profile of 
the economic resources of families within areas. A high score on this index indicates that 
the area has a larger proportion of families on high income, a smaller proportion of low 
income families, and more households living in large houses (Australian Bureau of 
Statistics, 2001a). A very low and non-significant negative relationship was found 
between the LISN for 2002 (rs = -.079, n = 106, p = .209). A very low non-significant 
positive relationship was found between the 2004 LISN and the Index of Economic 
Resources (rs  = .039, n = 106, p = .346).    
 
Similarly LISN rates were expected to be negatively associated with the Index of 
Education and Occupation, meaning that high LISN rates would be associated with low 
scores on the Index of Education and Occupation. A high score on this index reflects 
areas with high concentrations of people with higher educational qualifications or 
undergoing further education and with a high proportion of the population employed in 
skilled occupations (Australian Bureau of Statistics, 2001a). A very low and non-
significant relationship was found between the LISN for 2002 and 2004 and the Index of 
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Education and Occupation (2002, rs = -.125, n = 106, p = .100; and 2004, rs = -.099, n = 
106, p = .157). 
 
It was found that the LISN rates were significantly associated with the SEIFA Index of 
Relative Socio-Economic Disadvantage. This finding is congruent with the past report of 
socio-economic disadvantage being associated with social capital (Bullen & Onyx, 1999), 
suicide rates (Taylor, Page, Morrell, Carter & Harrison, 2004; Whitely, Gunnell, Dorling 
& Davey-Smith, 1999), and call rates to a telephone counselling service (Johnston, 1979). 
In Australia it has been reported that significant increases in rates of mental disorders 
have been found to be associated with decreasing socio-economic status (Taylor, et al., 
2004). The Index of Relative Socio-Economic Advantage/Disadvantage was significantly 
associated with the 2002 LISN and had a marginally significant relationship with the 
2004 LISN. While the LISN’s relationship with the other two SEIFA indices was not 
significant, it was in the predicted direction in all cases except between the 2004 LISN 
and the SEIFA economic indices.  
 
The LISN’s significant relationship with the SEIFA disadvantage index and other indices 
confirms that LISN is tapping into a concept with some association with socio-economic 
disadvantage. This may suggest that the regular caller theory for the high correlation 
between 2002 and 2004 LISN may not be correct. If regular caller/s were responsible for 
the relationship then there would be little reason to expect the LISN to have a significant 
relationship with the disadvantage index. A way this could be possible would be for the 
regular callers to be associated with disadvantaged areas. It must be noted that the 
findings of a relationship between call rates and socio-economic disadvantage was 
supported by the Johnston (1979) study. It should be remembered that this study found 
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that most calls to a telephone counselling calls emanate from lower socio-economic areas. 
Johnston claimed to have controlled for regular callers. However, he seemed to have 
excluded known regular callers only from his analysis. It seems possible that some 
regular or repeat callers could still have been included due to the difficulties with 
identifying such callers. Therefore, the possibility cannot be discounted that the socio-
economic relationship found with call rates by Johnston and by this thesis could be 
explained by regular callers living in low socio-economic status areas. Perhaps, if it were 
possible to control for repeat users of the service, a different relationship with socio-
economic indicators would become apparent. However, there seems to be no evidence 
available to suggest that this would be the case. 
 
A relationship between socio-economic status and the concepts of social capital and 
social support has been reported. Thus, the finding that the predicted relationship between 
socio-economic indicators and the LISN may be seen as further support for the LISN’s 
construct validity as an indicator of social need. The finding did support the only previous 
study published on the subject (Johnston, 1979), which indicated an association between 
call rates and socio-economic status of a metropolitan area. The result also indicates that 
although the LISN was associated with the SEIFA Index of Relative Socio-Economic 
Disadvantage in a statistically significant way, the association only explained a relatively 
small proportion of the variance in the LISN rates. This may suggest that while the LISN 
is associated with SEIFA Index of Relative Socio-Economic Disadvantage it clearly 
measures a different construct. The correlation between the LISN and the socio-economic 
disadvantage of an area gives further support to the suggestion that the LISN is a health-
related social indicator. Socio-economic status, as measured by income, has been shown 
to be associated with better physical and mental health (Ziersch, et al., 2004). Income was 
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a direct contributor to the Index of Relative Socio-Economic Disadvantage, Index of 
Economic Resources, and Index of Advantage/Disadvantage (ABS, 2001a).    
 
7.3.3 Social cohesion and LISN.  
Social cohesion scores (Vinson, 2004) for geographic areas in the Grampians Region 
were examined for their association with the 2002, 2004, and combined 2002 and 2004 
LISN rates. The relationship was explored at the postcode and ESA level; both analyses 
produced similar results with the exception of the 2004 LISN. It had been hypothesised 
that there would be a negative relationship between the LISN call rates and the social 
cohesion scores. The results showed the predicted relationship direction was found for the 
2002 (rs = -.059, n = 75, p = .306) and 2004 (rs = -.094, n = 75, p = .211) LISN at the ESA 
level, however, the relationship was very low and at a non-significant statistical level. The 
2004 LISN showed the predicted negative relationship at the postcode level with social 
cohesion (rs = -.151, n = 24, p = .240), although this result was not statistically significant. 
However, this was not the case for the 2004 LISN (rs = .106, n = 24, p = .311). Moreover, 
the relationship at both areal levels was very low and non-significant. The possible 
reasons for these findings and their influence on the claim that the LISN rates indicate an 
expressed need for social support are explored in this section. 
 
The construct of social cohesion captures measures of how closely people in a community 
are connected and the degree of trust between them (Vinson, 2004). The construct does 
not necessarily involve social support measurement, but will pick up on the social 
interactions that may tap into the construct of social support. For example, Vinson (2004) 
used participation in volunteering, availability of informal sources of help, and 
recreational activities in a group setting as indicators to form his index of social cohesion. 
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Indeed, Vaux (1988) notes that each of these variables has been used in their own right as 
an indicator of the concept of social support. Therefore, it would seem that a measure of 
social cohesion, such as the one produced by Vinson (2004), should have some 
association with the LISN, which purports to identify the social need for support from 
Lifeline and potentially the strength of social support available in an area. Thus, a 
negative relationship was hypothesised to be found between the two, meaning greater 
social cohesion should be associated with lower call rates.        
 
As had been hypothesised, a negative relationship was found between the two years of 
LISN rates examined at the ESA level and for the 2002 LISN at the postcode level. 
However, the relationship between the LISN and social cohesion score was not 
statistically significant and the correlation coefficients were very low. Therefore, although 
these three results supported the hypothesis, the result is not robust evidence of a 
statistical relationship between the two variables. It should be noted that the unified social 
cohesion scores used in this case were exploratory in nature and were only derived from 
three indicators (Vinson, 2004). However, the indicators used to produce the social 
cohesion scores would seem to be related to social support. For example, the question 
“can you get help from friends when you need it?” would seem to be a good subjective 
indicator of the availability of social support. Similarly, the question “do you help out a 
local group as a volunteer?”, used by the Vinson social cohesion index, would seem to be 
an indicator of the community’s social cohesion and strength. The response to these two 
questions were reported by Vinson to be very highly correlated (r = .95). If the LISN was 
a valid indicator of an area’s expressed need for social support one might have expected 
that it would show a significant negative association with the social cohesion scores. 
 
 243
The 2004 LISN and social cohesion scores showed a positive relationship at the postcode 
level, which was the opposite direction than expected. The relationship was not 
statistically significant and, as with other three results, this result may have been spurious. 
Therefore, as the relationship between the LISN and social cohesion scores was not 
statistically significant in any of the four analyses, it would be prudent to not put too 
much faith in the meaning of these results for our hypothesis. Indeed, the four results 
mean that no statistical relationship, in either direction, was able to be found between the 
two variables.    
 
Vinson (2004, p.77) reported a “negligible” correlation between socio-economic 
disadvantage and the social cohesion index. This project found a non-significant positive  
association between the SEIFA disadvantage scores and the social cohesion index (rs = 
.111, n = 75, p = .343). These results are perplexing, as this project had found a 
statistically significant negative relationship between the LISN rates and the SEIFA 
disadvantage index. If social support was associated with disadvantage, as previously 
reported (Fischer, 1982; Stansfeld et al., 1998; Turner & Marino, 1994), and social 
support was associated with social cohesion, then a relationship between social cohesion 
and disadvantage should follow. Further, socio-economic status has been shown to be 
constantly associated with health inequalities (Annandale, 2003; National Health 
Strategy, 1992; Shaw, Dorling, Davey Smith, 1999; Taylor et al., 2004; VGDHS, 2002a). 
Lower socio-economic status has also been associated with lower social network scores 
(Victorian Government Department of Human Services, 2002b). Therefore, the social 
cohesion measure’s failure to show a significant relationship with socio-economic 
disadvantage may mean it would not pick up on the health implications that seem to be 
associated with disadvantage. Moreover, it was claimed in Chapter 4 that lower socio-
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economic status affects health because it erodes social capital (Wilkinson, 1996), which 
represents the degree of social cohesion in communities (Health Development Agency, 
2004). Thus, there are claims in the literature that socio-economic status and social 
cohesion should be related. However, this does not seem to be the case with the Vinson 
social cohesion measure.     
 
A further potential reason for the failure of the LISN to be statistically associated with the 
social cohesion scores may have been to do with the procedure used to assign social 
cohesion scores to ESAs. The social cohesion scores were for a different areal framework 
(postcodes) than the ESA LISN rates (aggregated collection districts). To overcome this 
discrepancy the postcode social cohesion scores were simply assigned to ESAs with 
coinciding postcodes. The postcode areas were generally larger than ESAs. This meant 
that an ESA with a high call rate may have had a low call rate ESA nearby sharing the 
same postcode. The social cohesion score assigned to the two ESAs in this case would 
have been the same. The subsequent correlation analysis between the two variables would 
therefore seem to be potentially affected by this issue, as a positive correlation with social 
cohesion in one ESA could be cancelled out by a negative association in the next ESA 
that shared the same social cohesion score. 
 
One option was to aggregate ESAs and their LISN rates to the postcode-level, then 
compare them with the postcode-level social cohesion scores. This procedure was 
undertaken to see if it could confirm the previous analysis at the ESA level. The results of 
this alternative method for looking at the relationship between social cohesion and LISN 
did produce similar results to the original procedure, suggesting the robustness the 
finding. A non-significant negative relationship between postcode social cohesion scores 
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and the postcode level LISN rates for 2002 was observed. A positive but non-significant 
relationship was found between the postcode level social cohesion scores and the 2004 
LISN postcode rates. Looking at the results from the two approaches, it seems clear that 
there was no relationship between the social cohesion scores and LISN rates. Even when 
the two years call rates were aggregated at the postcode level there was still no significant 
association found  (rs = -.060, n = 24, p = .781). Thus, the results of the LISN and social 
cohesion correlations cannot be used as support for or evidence against the LISN as an 
indicator of the need for social support. However, the following sub-section looks at the 
relationship between these indicators and suicide rates, which may shed a little more light 
on the situation.  
 
7.3.4 LISN and social cohesion and their relationship with suicide rates.  
Suicide rates were compiled for postcodes within the Grampians Region of Victoria. The 
possibility of a relationship between the LISN rates aggregated to the postcode level for 
the Grampians Region and the suicide rates was then explored. The suicide rates were 
also analysed to ascertain their relationship to the social cohesion scores for postcodes in 
the region. A statistically significant positive relationship was found between the LISN 
rates and suicide rates. This relationship had been hypothesised and is offered as further 
support for the construct validity of the LISN. There was no statistically significant 
relationship found between social cohesion scores and suicide rates. These results indicate 
that the LISN may be a better indicator than the social cohesion measure of Vinson 
(2004) of social fragmentation and isolation within an area, which Durkheim (1970/1897) 
maintained was involved with certain types of suicide.  
 
 246
Durkheim accepted that compositional elements such as depression and social isolation 
were involved with the individual’s decision to commit suicide. However, he showed that 
these dispositions could be socially structured and could, therefore, vary with the social 
cohesion and social support that their communities could provide to the marginalised 
person (Pawson & Tilley, 1997). Thus, both the availability of social support and the level 
of social cohesion in a community should, therefore, be associated with its suicide rates. It 
had been hypothesised that the LISN would show a positive association with suicide 
rates. It was argued in Chapter 4 using the MGTCRU that if callers to the Lifeline service 
are at risk of social isolation, then their calls may indicate areas where social networks 
and social support were weaker. We might expect then that communities with weaker 
support networks and support would have higher suicide rates (Johnson, 1965). 
  
As hypothesised, there was a statistically significant negative relationship found between 
postcode suicide rates and the LISN. It had been proposed that the LISN was an indicator 
of an expressed need for social support. The MGTCRU indicated that the callers seeking 
social support from Lifeline would be isolated from sources of informal and formal social 
support. These conditions seemed to be more likely in communities or areas where there 
was more social fragmentation and isolation of residents. Such conditions have also been 
associated with cases of suicide (Durkheim, 1970/1897; Saunderson, Haynes & Langford, 
1998). Thus, it was proposed that the LISN and suicide rates should be associated. This 
was shown to be the case for both the 2002 and 2004 LISN. An even stronger relationship 
was apparent for the combined LISN rates for two years and suicide rates. These results 
are offered as good support for the construct validity of the LISN. 
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There was no statistically significant relationship found between suicide rates and social 
cohesion scores. This finding may have been anticipated, as socio-economic deprivation 
had been shown to be associated with death by suicide (Congdon, 1996; Gunnell, Peters, 
Kammerling & Brooks, 1995; Whitley, Gunnell, Dorling & Davey Smith, 1999). 
However, the social cohesion scores used in this study indicated no relationship with 
socio-economic deprivation. Sampson (1997) has noted that any discussion of social 
capital must acknowledge the potential down-side of the construct. It would seem that just 
because an individual or community has strong social ties or ‘networks’ (Vaux, 1988), it 
does not follow that their health would be better than for those with weak ties (Cohen et 
al., 2000). For example, maintaining strong social ties could be a source of stress and 
anxiety, rather than a buffer of these elements. Further, while social relationships may be 
dense they may also discourage health-seeking behaviour. For example, one’s social 
network may be large but may lack emotional support and even attach a stigma or taboo 
to health issues such as suicide and their discussion. A social network, no matter how 
large, that fails to meet the recipient’s needs for emotional support and stress reduction 
may have limited benefits for members’ health status. Indeed, Bowling (1991) states that 
a single confidant may be of greater value in terms of meeting an individual’s emotional 
needs than a larger number of more superficial relationships. Thus, not all social capital 
or cohesion should be viewed as having a necessarily positive effect on health.  
 
The fact that the LISN was a better predictor of suicide rates than a measure of social 
cohesion provides good evidence for the construct validity of the LISN indicator. The 
result indicates that the LISN is picking up on elements of an area that may be involved 
with its suicide rate. It may be that the relationship between socio-economic deprivation 
and the LISN could be such an element. However, the lack of social support assumed to 
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be driving the LISN call rates combined with the seemingly increased risk of suicide 
apparent in the caller profile (see next chapter on CSMIS data for more details) may 
provide further explanation for the association.            
    
7.4 Summary of Chapter and Conclusion 
The project was able to produce an objective and reliable social indicator from Lifeline 
Telstra ESA data. The LISN call rates were able to be compiled for small areas within the 
Grampians region of Victoria. The Grampians Region of Victoria was shown to be a 
diverse region dealing with considerable health issues (see, Appendix I). As would be 
expected from an indicator claiming to measure a relatively stable characteristic of an 
area, its support networks, there was temporal stability of rates between years. The LISN 
showed internal variability by producing a range of rates for the areas examined. The 
LISN appears to have the potential to be compiled for ESAs or larger geographic areas 
across Australia at regular periods.  
 
The results indicated the highest LISN rate from the region was for an area that had been 
identified in previous studies as being very disadvantaged. Further, in support of a 
previous result by Johnston (1979), there was a negative relationship reported between the 
LISN and the disadvantage index employed. Thus, the hypothesis that a negative 
relationship would be found between the LISN and socio-economic disadvantage was 
supported. Therefore, the results provide the first evidence to support the construct 
validity of the LISN as an indicator of an area’s expressed need for social support. 
Moreover, the LISN seemed to have the potential to identify successful interventions 
designed to increase the neighbourhood and community capacity. The indicator also 
seemed to have some ability to predict suicide rates. 
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 The negative relationship between the LISN and the ARIA provided further support for 
the construct validity of the LISN as an indicator of an area’s expressed need for social 
support. There were good reasons to believe that deprivation of health care and access in 
less accessible areas would lead such populations to use the Lifeline service more than 
areas where such services were more accessible. This hypothesis was not supported as 
there was a significant trend for call rates to fall as accessibility decreased. A possible 
explanation for this pattern could be that less accessible areas explored have stronger 
social support networks and greater sense of wellbeing that assist these populations to 
deal with stressors in more informal ways than a call to Lifeline. This explanation would 
be consistent with the LISN being an indicator of the expressed need for social support. 
However, it must be acknowledged that the result could also indicate less knowledge of 
the service in less accessible and more remote areas.  
 
The relationship between suicide rates and the LISN produced another result that supports 
the construct validity of the LISN. A significant positive association was observed 
between the LISN and suicide rates. Suicide rates have been shown to be influenced by 
social fragmentation and isolation. These conditions are just the sort of conditions that the 
LISN was expected to pick up on and expose. Therefore, the hypothesised positive 
relationship between the LISN and suicide rates is offered as good support for the 
construct validity of the LISN. The predicted negative relationship between the LISN and 
social cohesion score was generally found, yet this relationship was not at a statistically 
significant level. However, there were a number of reasons why this result may have 
occurred. Therefore, the results observed in this study may not unequivocal evidence that 
the LISN does not tap into elements of the construct of social cohesion. 
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Taken together, the results from the LISN studies provide good evidence to support the 
claim that it identifies areas where there appears to be an absence of social support 
available locally. With the exception of a positive relationship found between the LISN 
and social cohesion scores, which was not statistically significant, the analysis of the 
LISN in this chapter was supportive of the indicator as a spatial measure of the expressed 
need for social support. Further evidence of support for the construct validity of the LISN 
is provided in the following chapter, which examines the CSMIS data from Lifeline. 
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8 
 
 
Discussion: National CSMIS Data and Social Support  
 
8.0 Introduction  
The previous chapter showed that the derivation of a call rate indicator (LISN) was 
possible for small geographic areas from Lifeline’s Telstra data. The chapter also showed 
the LISN rates had an association with theoretically related indicators. Throughout this 
chapter the results of the analysis of the CSMIS data are examined with the aims of 
determining what further evidence could be found to support the claims drawn from the 
MGTCRU that (1) the calls to the service are generally for social support, and (2) the call 
rates to the service measure an area’s expressed need for social support. This chapter also 
examines the results of the CSMIS analysis to try and answer a major research question 
posed by this doctoral thesis: are there differences in the use of the Lifeline service by 
non-metropolitan and metropolitan callers?  
 
The first section of this chapter uses the results of the national CSMIS descriptive 
analysis to compose a profile of a typical caller to the service. This profile attempts to 
summarise the CSMIS results in a generalised snapshot of a typical caller, which could be 
compared with the profile of a typical caller drawn from the MGTCRU in Chapter 4. It 
has been proposed by this thesis that the calls to Lifeline generally represent the caller’s 
need to reduce distress or disequilibrium by seeking social support from the service. It 
was argued that the CSMIS data had the potential to provide information that could 
potentially support such a claim. The theoretical chapter identified a number of CSMIS 
variables that had the potential to provide evidence of the validity of the claim that social 
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support to reduce caller distress was a major cause of the calls to the service. Section 8.2 
looks at these variables which include gender, suicide, and call issue. The section also 
attempts to elucidate why females use the Lifeline services at a greater rate than men. 
Implications of the differential use of the service by the sexes to the LISN are also 
examined. 
 
It is important for a social indicator to be applicable to various communities. For the 
LISN to be used as an indicator of an expressed need for social support for areas in both 
metropolitan and non-metropolitan Australia, it was important to show that the kind of 
calls from both these locations were similar. Therefore, the third section of this chapter 
looks at the results of an analysis of a sample of metropolitan and non-metropolitan 
CSMIS data. This is done with the aim of ascertaining if there are any significant 
differences in use of the Lifeline service between these groupings and what they may 
mean to the MGTCRU and LISN. The fourth section follows up the discussion in the 
previous section with a discussion of the results of the ARIA and CSMIS analysis. The 
final section provides a summary of the chapter and lists the findings that support or 
challenge the claim that calls to Lifeline generally indicate an expressed need for social 
support. 
 
In relation to the research questions presented in Chapter 4 this chapter provides evidence 
that:  
• CSMIS data provided support towards the validity of the LISN; 
• the Wonthaggi centre recorded more male callers than female callers; 
• the CSMIS statistics indicate socially isolated callers utilise the service; 
• repeat callers are overrepresented in the CSMIS statistics; 
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• the service has a relatively small role as suicide or emergency line; 
• it is unclear if external events (at the state, national, or international level) can be 
linked with high utilisation of the service; and, 
• surprisingly few differences in the use of the Lifeline service between, 
metropolitan and non-metropolitan were found, and that the potential differences 
that were found would have no impact on the validity of the LISN were it to be 
used across these geographical divisions.    
In relation to the specific hypotheses presented in Chapter 4, this chapter will show that: 
• the calls to the service were generally for personal support; 
• callers without a partner or spouse dominated calls to Lifeline; and, 
• relationship related call issues dominated the call to the service.  
 
8.1 General Caller Profile  
This section takes the combined CSMIS results for the 51 Lifeline centres and sub-centres 
to create a profile of a typical caller to service. This profile attempts to summarise the 
CSMIS results in a generalised snapshot of a typical caller. 
  
8.1.1 The typical caller.  
The typical caller to the service was more likely to be female. The unequal use of the 
Lifeline service by gender and its possible meaning are discussed in more detail in 
following sections. The caller was likely to be aged between 24 to 64 years of age. The 
age groupings of callers were normally distributed, with fewer callers in the younger and 
older age groupings, although all the CSMIS age groupings were represented. The largest 
age grouping of callers was the 35-44 CSMIS grouping, which accounted for almost 20 
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percent of all calls. The combined 24 to 64 age groupings were responsible for 61 percent 
of all 90,128 CSMIS cases, while a further 27 percent of cases did not have age estimates 
entered.      
 
The caller was likely to be calling to receive support for an issue that focused on 
themselves directly, rather than calling on behalf of another person. Only around 14 
percent of calls logged for the caller focus variable were about a third party. It was 
unlikely that the caller had been referred to the service. Less than one percent of all cases 
in the CSMIS data set had referral information available. The caller may have called the 
service in the past and may have been seeking support from the service over an extended 
period of time. Almost 30 percent of all CSMIS cases were entered as being from callers 
who had called the service before. For those cases with data on how long the caller had 
been using the service, almost 40 percent had been calling for more than a year.    
 
The caller was likely to be single or estranged from a partner at the time of calling. 
Divorced, separated, single, and widowed callers made up almost 43 percent of all cases 
in CSMIS, while married and partnered cases only accounted for around 18 percent of all 
cases. The relationship status of the remainder of callers (38%) was not available from 
CSMIS data. Thus, callers who were not in a current relationship called at more than 
twice the rate of those in a relationship. This result supports the contention that intimate 
relationships are important sources of social support. There was also a potentially 
significant negative relationship found between the proportion of single callers and the 
relationship unknown proportion. This may indicate that calls with unknown relationship 
status are more likely to be from callers not in a relationship. 
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The caller was likely to be calling because of an issue that had the potential to see them 
isolated from sources of social support (see section 8.2.7 on caller issues for more 
discussion on this claim). For example, the largest grouping of counselling calls in 
CSMIS for both call issues (level one and level two groupings) were for ‘self and 
society’. The self and society grouping contains the sub-issues of belonging, 
discrimination, identity, loneliness, relationships, self confidence, social justice, stigma, 
gender identity, and sexuality. Such call themes all seem to point to their callers being 
potentially socially isolated from sources of support. 
 
The caller was unlikely to be calling overtly about suicide (see section 8.2.6 for more 
information on this claim), or to have mental health information recorded in CSMIS about 
them by the telephone counsellor. However, if mental health information was recorded, 
then depression and schizophrenia were the most likely diagnoses. These two CSMIS 
mental health groupings accounted for approximately 50 percent of all mental health 
screen use.  
 
8.1.2 Summary of general caller profile. 
The typical caller to the service was a female aged between 24 and 64 and was calling 
regarding an issue that focused on them directly. The typical caller was not likely to be 
married or partnered and may have been calling about issues that had the potential to see 
them isolated from sources of social support, such as belonging, discrimination, identity, 
loneliness, and relationships. The typical caller may have called the service before. The 
caller may also have been receiving support from the service over an extended period of 
time. It was unlikely that the caller was seeking overt suicide intervention. If the caller 
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had disclosed a mental health diagnosis it was likely to be for depression or 
schizophrenia. From this profile it would seem that the typical caller was indeed 
potentially isolated from sources of social support. The profile is generally congruent with 
the profile of a caller developed from the MGTCRU in Chapter 4. The following section 
looks at the selected CSMIS variables in more detail and aims to examine what the results 
might mean regarding the claim that calls generally indicate an expressed need for social 
support.  
 
8.2 Lifeline’s Calls and What They Indicate About the Service: Social 
Support and Stress?  
From the literature review of telephone counselling, two constructs stood out as being 
involved with motivating the calls to generalist telephone counselling services such as 
Lifeline: stress and need for social support. The subsequent model of generalist telephone 
counselling and referral use (MGTCRU) proposed for this thesis utilized these two 
constructs. Simply put, the model proposed that a person calls Lifeline to reduce their 
distress or psychological disequilibrium. This is achieved by the provision of social 
support to the caller by the service. Therefore, it was thought that the provision of social 
support to callers would be a primary role of the service. The literature review of 
telephone counselling and the typical caller profile, outlined in the previous section, did 
seem to indicate that the service plays a role in providing support to potentially socially 
isolated individuals. In this section a selection of CSMIS variables are examined with the 
aim of uncovering possible clues as to the role that social support might play in calls to 
the service. The variables selected in the theoretical chapter for their potential to cast light 
on the social support role of the service were: gender, caller focus, relationship status of 
caller, regular caller, suicide calls, call issue, and referrals.  
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The role of stress and its reduction was suggested to be involved in motivating the calls to 
the service by the MGTCRU. This ‘stress theory’ of calls is examined using the CSMIS 
results for evidence of its validity. The relationship between stress and social support is 
also investigated in this section, along with any implications from the analysis of CSMIS 
data to the LISN and its validity.  
 
8.2.1 Gender difference in use of the service.  
Evidence was provided in Chapter 3 that there is a clear gender differential in the use of 
telephone counselling services. Our analysis of the CSMSI data found females use the 
Lifeline service considerably more than men, with females using the service at more than 
twice the rate of male callers. This might indicate that females have more reasons to call 
the service. However, Taylor and Field (2003) claim it is not a good idea to assume that 
contact with health services is an indicator of differences or similarities in men’s and 
women’s health.  
 
For this reason, a number of possible explanations for the difference in the use of the 
service are explored. For example, greater female use of the service would also be 
consistent with females taking health-related action considerably more often than males 
(Titulaer, Trickett & Bhatia, 1997). Other possible explanations are considered, such as 
the claim that women are generally better than men at providing and receiving emotional 
support (Taylor et al., 2002; Vandervoort, 2000), and the claim they are exposed to more 
stressful events than men (Ullmann & Garrison, 1976; Vaux, 1988). Differential use of 
the service by the sexes are examined for there implications to the LISN and the 
MGTCRU.  
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The proportion of female callers (58.2%) to the service nationally was more than twice 
that of the male callers (27.6%). Analysis of the 51 centres’ CSMIS data showed that 
there was a statistically significant difference in the proportion of male and female callers 
(U = 833.00, p = .002). This statistic indicates that the difference in use was not likely to 
be a chance event. Descriptive statistics indicated the Wonthaggi (Victoria) centre was the 
only centre that had more male callers recorded than females. However, Wonthaggi’s 
population comprised more females (3,212) than males (2,938) (ABS, n.d). The Bass 
Local Government Area (LGA), in which Wonthaggi is located, also has more females 
(12,398) than males (11,677) (ABS, 2003a). The Gippsland Statistical Region Sector, 
from where calls to the centre may have originated, also has more females (115,961) than 
males (113,187) (ABS, 2003a). Therefore, it would not seem that Wonthaggi’s population 
or catchment gender demographic can account for the result. The geographic location of 
the Wonthaggi sub-centre in relation to the state capital Melbourne and various other 
Victorian centres is presented in Figure 8.1.      
 
 
Figure 8.1. The Lifeline Wonthaggi sub-centre in relation to other Victorian 
Lifeline centres.  
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The greater use of the Lifeline service by females found in this study is consistent with 
other reports from the Lifeline telephone counselling service (Lifeline Australia, 2002a; 
Lifeline Australia, 2002b) and other telephone counselling services (Fakhoury, 2000, 
Farberow et al., 1966; King, 1977; King et al., 2003; Kliewer, et al. 1990; Ullmann & 
Garrison 1976). For example, a Hot Line to specifically support widowed clients reported 
90 percent of their calls were from women (Abrahams, 1972). In Yugoslavia, males have 
been reported to call their telephone counselling service at about half the rate of females. 
In Los Angeles, calls by males were made significantly more often than in Yugoslavia, 
but women were still over-represented. It has been suggested that the difference in male 
call rates between Yugoslavia and Los Angeles reflect less prejudice against, and more 
acceptance of, men’s emotional problems in Los Angeles (Tekavcic-Grad et al., 1988).  
 
It has been reported that females have a greater tendency than men to reuse telephone 
counselling services (Apsler & Hoople, 1976). This finding was also supported by this 
present study, which showed that females were using the service in a repeated way at 
about twice the rate of men. It seems also that females are more likely than men to be 
telephone counsellors for Lifeline. The manager of Lifeline Ballarat, L. Lowe (personal 
communication, October 25, 2004) gave their current gender mix of telephone counsellors 
as 81.4 percent females and 18.6 percent males. Lower numbers of male counsellors 
could be a disadvantage to the service and its clients. This is because females who talk 
with male counsellors have reported significantly greater positive impact on their lives 
than did females talking to other female counsellors (King, 1977). The findings that more 
females use telephone counselling and are telephone counsellors would be congruent with 
reports that women appear to be more able than men to provide and receive emotional 
support (Vandervoort, 2000). The greater use of telephone counselling by females is also 
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congruent with reports that women with common mental health disorders are more likely 
to seek some form of assistance than men (Oliver et al., 2005).    
 
It has been reported that male callers may need to experience a significantly higher 
intensity of stress than females before initiating a call to a telephone counselling service 
(Ullmann & Garrison, 1976). In Chapter 2 it was noted that males neglect preventative 
health care, preferring to consult doctors for acute medical care (Humpreys et al., 1997). 
Taylor et al., (2002) suggest that men and women’s patterns of association when under 
stress are quite different. This difference has become a foundation of their ‘tend-and-
befriend’ model of stress, which has been offered as an alternative to the fight-and-flight 
model (Taylor et al.). Taylor et al. claim that “females seek and give social support at 
levels that are markedly, robustly, and qualitatively different from those of men” (p. 752). 
They suggest that cultural evidence clearly demonstrates that females are considerably 
more social under stress than males. Indeed, Vaux (1988, p. 165) suggests that the female 
sex-role characteristics “should facilitate the support process, including the development 
and maintenance of supportive relationships and providing and receiving support”. 
Masculine characteristics should impede the support process, particularly via the 
reluctance to seek help from others or to express vulnerability. Such claims about gender 
and its impact on support appear to be borne out by the gender differences found in 
telephone counselling use.  
 
Ullmann and Garrison (1976) have claimed that women are exposed to more stressful 
events than men. This claim has been supported by findings that women do experience 
more psychological distress than men (Rogler & Cortes, 1993). Symptoms of mental 
distress, such as nerves and worrying have been found to be more prevalent for women of 
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all age groups when compared to men. Further, women can have higher rates of anxiety 
and depressive disorders when compared to male rates (Taylor & Field, 2003). A 
depressive diagnosis was reported by Farberow et al. (1966) to represent by far the largest 
proportion of all mental health caller groupings to the Los Angeles suicide line. 
Depression was also shown to represent the largest category of mental health calls to the 
Lifeline service in our results. The greater susceptibility of females to depression and 
anxiety may have some impact on their use of telephone counselling services. However, 
differential mental health alone is unlikely to explain such a large gender difference in the 
use of the service. Telephone counselling has been shown to alleviate psychological 
distress (Carver, 1995; Ko & Lim, 1996) and the general model of use proposed for 
Lifeline and other generalist counselling services (the MGTCRU) assumes that calls to 
the service are primarily to reduce stress. It is not clear that females do experience more 
stress that males, but if this were true it would seem to be consistent with their greater use 
of the Lifeline service.    
 
The stress theory of calls is supported by McLennan’s (1991) results, which found 
students who did not seek help from face-to-face counselling had lower levels of 
emotionality and perceived problem seriousness than those participants who did seek 
counselling. A difference in the way males and females cope with stress could help to 
explain the difference observed in their use of generalist telephone counselling services. 
In general, male perceptions of the need for taking health related action are considered to 
be less accurate than females, with males said to use more denial and escapist coping 
mechanisms (Taylor & Field, 2003). Perhaps more females than males recognise a need 
to seek support, therefore they contact the telephone counselling services more frequently. 
Males and females may even use different standards in evaluating whether they are lonely 
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(Vandervoort, 2000). Loneliness was found to be the second largest sub-grouping of the 
CSMIS call issue categories (for more detail see section 6.1.8). However, adult males are 
lonelier than females in Australia (Flood, 2005). Therefore, if loneliness per se were 
indicated by the call to the service it might be expected that more males would use the 
service than females.  
 
Taylor and Field (2003) suggest that gender roles and expectations can be used to explain 
the greater use of health services by the sexes. The HBM also suggests that the ‘perceived 
barriers’ to any help-seeking behaviour will be important contributors to a person’s 
decision to proceed with the behaviours. Thus, stigmatization and stereotyping may also 
play a role in the differential use of telephone counselling by the sexes. Such an 
explanation would be consistent with Tekavcic-Grad et al. (1988) and their explanation 
for the gender differentials in use of these services. In their study, a Los Angeles call 
centre had proportionally more male callers than one located in Yugoslavia. The 
difference was suggested to reflect less prejudice against, and more acceptance of, 
emotional problems in the men of Los Angeles (Tekavcic-Grad et al.). Beliefs by men 
about using the service may be quite different to females and this would seem to have the 
potential to explain a great deal of the differential use by the sexes. Finding out if the 
genders have different beliefs about the service would be a useful direction for further 
research, which, in turn, may help to explain the differential use of generalist telephone 
counselling by men and women. This information could then point to strategies that may 
increase male use of the service.    
 
The findings of Mermelstein, Hedeker, and Wong (2003) may also point to a possible 
explanation for the gender difference in the use of Lifeline and other telephone 
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counselling service. Mermelstein et al. report that an individualized, structured goal-
setting approach to telephone counselling for males in a smoking cessation program 
boosted success rates, relative to a basic condition. The basic condition in the study, 
which provided general support, encouragement, and reinforcement alone, was as 
effective as the structured condition for female participants. The basic condition used by 
Mermelstein et al. (2003) is analogous to the non-directive and supportive counselling 
model employed by Lifeline counsellors, which is based around Carl Roger’s “person-
centered” approach to counselling used by traditional crisis counsellors (Lester, 2002, 
p.296). Perhaps Lifeline’s supportive model of counselling is more effective with females 
than males. Males may find this non-directive approach simply does not meet their needs; 
thereby it fails to reduce their distress. Therefore, males may not reuse the service or 
recommend it to others in the same way as females, who might be expected to respond 
better to this non-directive form of counselling. King (1977) reported that male callers to 
an Alabama telephone counselling service in the United States tended to give lower 
ratings than females of the effectiveness of the counselling. King (p. 82) has raised the 
prospect that “counselling by telephone is differently effective across sex of the callers 
and counsellors”. It may also be the case that females use the domestic telephone for 
stress reduction more than males: this idea is pursued in the following sub-section. 
 
It would seem that greater use of the telephone counselling service by females might be 
explained by their: 
• greater use the domestic telephone for social reasons; 
• propensity to generally be better at giving and receiving emotional support; 
• higher levels of stress and increased risk of mental health problems, such as 
depression and anxiety; and, 
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•  increased capacity to seek assistance with health related matters. 
Lower male use of the service might involve their: 
• greater use of denial as a mechanism to cope with stressors; 
• preference to seek assistance at acute stage of illness; 
• gender role and beliefs; and,  
• a need for a structured goal setting approach to counselling. 
 
It seems clear that there are a number of possible explanations for the differential use of 
telephone counselling by the sexes. There is little evidence to suggest that the difference 
in use is a product of a greater need by women for the service, or shows any real 
difference in their health status or relative levels of available social support. The possible 
explanations for the difference in male and female use of the service that have been raised 
in this sub-section would seem consistent with the stress hypothesis of caller use. It may 
be the case that this difference in use of the Lifeline service is just another example that 
“it is unsafe to take the amount of contact with health services as an accurate measure of 
the differences and similarities in men’s and women’s health” (Taylor & Field, 2003, p. 
93).                                                                                       
 
8.2.2 Gender difference in the use of the domestic telephone.
This subsection looks at domestic telephone use by males and females. It aims to find 
what evidence exists to support the assumption that female use the domestic phone for 
relaxation and social reasons more than males. It shows that research on the social uses of 
the telephone systematically demonstrate clear gender differences, with females using the 
home telephone more often than men (Smoreda & Licoppe, 2000). Diverse studies have 
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shown that women are much heavier users of the residential phone than are men. People 
today mostly use the telephone from home for social reasons. Phone conversation, 
particularly for women, is an important social process, which serves to sustain networks 
and build communities (Fischer, 1992; Gillard, Wale & Bow, 1994; Moyal, 1992). The 
section also aims to show that the telephone is a social tool, which is often used to sustain 
relationships.   
 
The telephone clearly has social uses. It has been found that half of the calls from a given 
residence only go to five numbers, possibly suggesting that repeated conversations are 
held with a small circle of friends or family (Fischer, 1992). In 1985, a poll in California 
estimated three quarters of calls made are to relatives and friends. Even in less developed 
countries, evidence suggests most calls are made to family and friends (Fischer). In an 
Australian study, the majority of phone calls women made were to sustain relationships, 
especially mother-daughter communications or friendship networks. It has been found 
that women called a close friend significantly more when they needed to talk than did 
men (Gillard, Wale & Bow, 1996). Moyal (1992, p. 55) reported that in Australia women 
overwhelmingly use the telephone to “sustain family relationships”. Women may be more 
adept than men at using the domestic telephone to seek and cultivate support. Indeed, 
Moyal notes that the telephone “emerges as an entrenched social support system that has 
vital consequences for the nation” (p. 56). 
 
In Australia, a national survey by Gillard et al. (1996) found clear gender differences in 
the use of the telephone. They found the clearest differences were in preferences for using 
the phone as a way of relaxing. The difference between the sexes in using the phone to 
relax may impact on the use of telephone counselling. Indeed, research by Williamson (as 
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cited in Gillard et al., 1996) indicated men use the phone in a more instrumental way to 
arrange things such as community events and pursue a range of interests. It may also be 
the case that males use a partner or others to screen incoming calls when they are busy, 
but generally do not reciprocate this role (Gillard et al., 1996). Ball (1968) has labelled 
the use of intermediaries screening calls as an avoidance procedure. Thus, male use of 
intermediaries to screen calls seems to indicate avoidance and, therefore, it may provide 
further evidence that males are less comfortable than are women regarding phone use. 
The evidence presented seems to indicate that males do not associate the use of the 
telephone with relaxation and stress reduction to the same degree as females. Gillard et al. 
(1994, p. 25) claim that “telecommunications use is an expression and extension of the 
ways in which people already define themselves in relation to others”. They found that 
domestic telephone use appeared to be affected by the person’s orientation to the outside 
world.           
 
Moyal (1992, p. 58) found women use the telephone to relieve distress and to assist them 
to return “normal”. A respondent to the Moyal’s survey said “the telephone relieves a lot 
of tension” (p. 59). The proposed model of telephone counselling (MGTCRU) posits that 
the calls to the service are primarily for social support to reduce the client’s distress. The 
model appears to be supported by the differential use of the Lifeline service and other 
telephone counselling services by the genders. Women clearly use the domestic telephone 
more than men for social reasons and to seek support. In light of evidence of differential 
use of the telephone, it also seems plausible that males do not have the same perceptions 
as women of the use of the phone as a relaxation or stress reducing tool. It would seem 
plausible therefore that pre-existing beliefs and use patterns of the phone by males and 
females could be involved with the sex’s differential use of generalist telephone 
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counselling services. However, as detailed in the previous sub-section, there seems a 
strong possibility a number of factors may be combining to subdue male use of telephone 
counselling and enhance female use. 
 
The clear difference in the use of the Lifeline counselling service by the sexes, found in 
both this and other studies, has implications for rural health. The literature review 
identified that males living in non-metropolitan Australia have increased suicide rates 
compared to their metropolitan counterparts. It appears that the use of telephone 
counselling services by people who are potentially suicidal may help to avert the tragic 
outcome of suicide. Indeed, Stein and Lambert (1984) have suggested the availability of 
telephone crisis services may be related to a reduced suicide rates for women. A better 
understanding of why males are not currently using the services at a comparable rate to 
females could provide information that may then be used to increase male utilisation. 
Researchers in the field of suicide prevention have suggested that increasing or improving 
service use by males could impact upon male suicide rates (Partyline, 2004). Lifeline is a 
recognised provider of suicide intervention to the community. Thus, a concerted effort to 
increase male use of the Lifeline telephone counselling and referral service would 
potentially have an impact on male suicide rates.  
 
The greater use of the Lifeline service by women does not conclusively indicate that the 
service is supplying social support to its callers. However, the evidence suggest that this 
may be the case, as women seem more prone to use the telephone to relax and for social 
reasons. Indeed, Gillard et al. (1994, p. 25) claim that “telecommunications use is an 
expression and extension of the ways in which people already define themselves in 
relation to others”. Therefore, women may be less hesitant, or more prepared in terms of 
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the MGTCRU’s modifying factors, to call the Lifeline service than their male 
counterparts, who do not tend to use the domestic telephone in such a sociable way. The 
result seems to indicate the MGTCRU has potential to assist in explaining patterns of 
service use. The disparity in the use of telephone counselling and the domestic telephone 
by the sexes would seem to be supportive of Taylor et al’s (2000) ‘tend-and-befriend’ 
model of stress.      
 
8.2.3 Seeking support for self. 
It was hypothesised that the majority of users of the Lifeline service would be seeking 
support for themselves. Of the 59,730 calls with CSMIS caller focus details, 86.1 percent 
were entered as focusing on the caller themselves. This result suggests that the majority of 
calls to the service are from callers who are seeking the assistance of the service for 
themselves, and that the service has a primary role of supporting its callers with their 
issues and problems. Therefore, the hypothesis was overwhelmingly supported. The small 
proportion of callers identified as seeking assistance for another may indicate the service 
plays a lesser, but perhaps nonetheless important, role in assisting callers to support 
family, friends, partner or spouse, clients, and others. The fact that the caller may be 
calling about another does not undermine the MGTCRU and the stress theory of calls. 
These callers would still seem to be facing a crisis, albeit regarding another, that needs to 
be resolved and they are seeking support to address the crisis and the distress it is causing 
them. No matter what or who the caller has called about it would still suggest that their 
social network has failed to help them deal with the crisis.      
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8.2.4 Socially isolated callers.  
Using the MGTCRU, it was hypothesised the CSMIS data would show a disproportionate 
number of callers who were potentially isolated from an intimate relationship. An 
intimate relationship was operationalised as being married or partnered. The CSMIS data 
showed callers who were not married or partnered at the time of calling the Lifeline 
service seemed to be over-represented in the CSMIS data. Married and partnered callers 
only accounted for 17.8 percent of all calls, compared to single, widowed, and separated 
callers who made up 36.6 percent of all calls. Further, of those callers who were in an 
intimate relationship, a considerable number were calling directly about marriage or 
partner issues (n = 3,409). Moreover, a potentially statistically significant negative 
relationship was found between the proportion of callers without married and partnered 
status and unknown relationship status callers in the analysis of individual centre CSMIS 
statistics. This may indicate that callers with unknown relationship status are more likely 
to be unmarried or not partnered. If this were the case, the proportional difference 
between the two groups would be even greater than shown. These finding are consistent 
with previous reports (Johnston, 1979; Lazar & Erera, 1998; Teare et al., 1995) of 
generalist telephone counselling and referral services primarily providing social support 
to their clients.  
 
Single, widowed, divorced, and separated people do not have the same fundamental 
informal support of a partner or spouse available to them as those with married and 
partnered status. For example, a protective factor for an individual’s risk of suicide is the 
presence of a significant other (Stansfeld, 1999). Studies have shown that living alone 
increases the risk of suicide for older people (Commonwealth Department of Health and 
Aged Care, 2000). Further, it has been reported that unexpected levels of illness and 
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mortality occur in the year following the death of a spouse (Stansfeld). More broadly, 
there is convincing evidence that social support and good social relations make an 
important contribution to health (Commonwealth Department of Health and Aged Care). 
The MGTCRU indicated that a call to the service was more likely if the caller was 
isolated from alternative informal sources of support. As those without a partner or 
spouse lack the fundamental potential source of support and wellbeing, it was 
hypothesised that this potentially more isolated and at risk grouping of people would use 
the more formal Lifeline service proportionally more than those with the informal support 
of a partner or spouse. Australians over 15 years of age with registered married status 
make up more than 50 percent of the population (50.7 %) (ABS, 2002a). This proportion 
does not include those Australians who are partnered but not registered as married, which 
would further increase this proportion. Thus, finding a greater proportion of non-married 
and partnered callers using the service is strong support for the hypothesis. Therefore, the 
hypothesis was found to be supported. Moreover, a potentially statistically significant 
positive relationship was shown for the percentage of single grouped callers and the 
percentage of repeat callers (r = .580, n = 50, p <.001). This suggests that single grouping 
callers are more likely to be repeat users of the service than those callers in intimate 
relationships. Such a finding may have been expected if it were true that single grouped 
callers were more socially isolated than those in an intimate relationship. 
 
The claim drawn from the MGTCRU that Lifeline callers are generally experiencing 
social isolation from informal support may also be inferred from the social support 
CSMIS variable. The results indicated that of the 35,533 cases of support entered for the 
10 response grouping of the variable, not a single response was entered for the family and 
friend’s grouping. Support from a GP (27 %) was the most frequently given response 
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grouping for the social support variable. This grouping was followed by ‘no significant 
support’ (27 %) and ‘counsellor’ (16 %) groupings, respectively. The other response 
groupings for social support in CSMIS are similarly of a more formal nature. The results 
for the social support variable indicate that informal sources of social support are not 
readily available to the callers. However, the social support variable is not a mandatory 
variable in CSMIS. Therefore, the variable may only be used by telephone counsellor to 
record the social support of callers whom they have already established do not have the 
support of family or friends. The social support variable would seem to provide another 
example of how taking a CSMIS variable’s statistics at face value could be misleading.             
 
The MGTCRU assumed people start with their closest available sources of informal 
support before moving to more distant and formal sources. As people without a partner or 
spouse are presumably deprived of this close and informal source of social support, then 
they must start their search at a more remote source of support. This would explain the 
greater use of a more formal source of support such as Lifeline by those without a partner 
or spouse. The fact that the proportion of potentially isolated callers utilizing the service 
is so high seems good evidence that the service is providing a source of social support to 
its callers. Further, the finding provides further support for the MGTCRU as a useful tool 
to understand call patterns to the service.   
 
8.2.5 Continuing support: regular callers. 
Further evidence that the Lifeline service is a provider of social support may be inferred 
from the results for regular callers, which indicated over 17 percent of all calls were from 
people who had been identified as regular callers. Of the 18,619 cases recorded for the 
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“how long” CSMIS variable, 57 percent were from callers identified as having called the 
service numerous time for a few months to more than one year. These results may 
indicate the Lifeline service is catering for a large proportion of repeat cases, many of 
whom seem to use the service across an extended period of time. Such a finding would be 
consistent with these callers using the service as a part of their ongoing social support 
network.   
 
It seems highly possible the CSMIS repeat caller figure of 15,657 calls (this total excludes 
unknown and first time entries) is a conservative estimate of the true number of cases that 
could be labelled as ‘called before’. This is because identification of regular callers by 
frequently changing counsellors is problematic. Lifeline Australia has suggested that as 
few as 14 percent of all its calls are from first time callers (Blunt, 2004). This estimate of 
14 percent, given by Lifeline Australia, fits well with a Telstra report to Lifeline Ballarat 
for April 2002 (see, Appendix D). The Telstra report provided the total frequency of 
unique phone numbers to the centre for the month. The report indicated that of the 2,084 
total calls to the centre for January 2002, only 233 were from unique numbers. This 
indicates that around ten percent (11.2%) of the total calls to the centre for the month 
were from different numbers. Figure 6.12 shows the number of unique calls remained 
remarkably stable across the other three months in 2002 where unique number totals were 
available. Taking into account that some of these cases would have called more than once 
in that month or had called in the previous months or years, the figures suggest that 
something less than ten percent of all calls would be from first time callers. This 
assumption is further supported by the seven percent of all calls found in CSMIS to be 
entered as ‘first time callers’. 
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The finding of this project that a very small proportion of calls to the service are from 
non-repeat or first time callers may indicate support for the MGTCRU. The model 
assumes that a call to a telephone counselling and referral service is at the end of a series 
of steps, which culminate in the call. The MGTCRU assumes that at the end of the call to 
the service the series of steps leading to the original call may start again. This link 
between the end of the model and its beginning provides a mechanism for the repeated 
use of the service. The results suggest that many of the people using the service are 
potentially socially isolated, thus it would make it more likely that they would use the 
support of the service again in the future when the need arises. However, this progression 
would only seem possible if the service reinforced the original call in some way. Stress 
reduction has been shown to be an outcome of telephone counselling and is also assumed 
to be involved in motivating calls to Lifeline. If this were true, the large numbers of 
repeat callers would seem to suggest that the service is reducing the caller’s distress and 
this encourages the caller to reuse the service when their psychosocial resources next fail 
to resolve their current distress or crisis. The large number of repeat calls to the service 
would seem to indicate that the previous use of the service modifying factor of the 
MGTCRU may be a powerful predictor of service use.   
 
The numbers of repeat callers utilising the service on an ongoing basis clearly points to 
the service being adopted as a part of their social support networks. This finding provides 
further support for the claim that the service is a source of social support to its callers and 
that they are using it for this reason. Again, the result seems to support the MGTCRU as a 
useful tool for understanding call patterns to the service. 
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8.2.6 Suicide and calls.  
Callers with suicidal thoughts recorded only made up a small proportion of calls to the 
service. Suicidal thoughts may be viewed as an initial step in a pathway that can end in 
completed suicide (Thomas et al., 2002). In this way suicide may be seen as the 
culmination of a series of complex stressful life events with multifactorial origin 
(Lifeforce Suicide Prevention Program, n.d.). The CSMIS data indicates that suicide-
related calls are not a major reason for people to call the service. However, it is proposed 
that calls to the service can be located on a continuum of urgency and that callers are 
generally contacting the service before they reach an urgent and life-threatening end of 
the spectrum. It is suggested that the service may play an important role in stabilising a 
caller’s distress before it reaches an urgent and life-threatening level.      
 
Only 2,386 cases (2.6% of all 90,128 CSMSI cases examined) were recorded as involving 
suicidal thoughts. Such a figure is consistent with reports from Australia’s Kids Help Line 
that suggest approximately two percent of its calls are specifically because of suicidal 
thoughts or intent (King, et al., 2003). The proportion of suicidal thoughts in the CSMIS 
data matches population estimates that 2.9 percent of the adult population attempt suicide 
(New York State Department of Health, 2003), or that around 3.1 percent (Thomas, 
Crawford, Meltzer & Lewis, 2002) to 5.6 percent (Crosby, Cheltenham & Sacks, 2000; 
Goldney, Wilson, Dal Grande, Fisher & McFarlane, 2000) of people have thoughts of life 
not being worth living. In Australia, 1.9 percent of the population are estimated to be 
‘mostly dissatisfied’ with life and 0.4 percent regarding life as ‘terrible’ (Australian 
Social Science Data Archive, 1994). Those in the population regarding life as ‘terrible’ 
has more recently been reported to have increased to 0.9 percent, while the proportion 
‘unhappy’ with life was reported at 1.4 percent (Australian Bureau of Statistics, 2003d). 
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These statistics would suggest callers to the service are having suicidal thoughts at about 
the same rate as the general population. However, the 2.6 percent figure is probably a 
conservative estimate of the proportion of callers to the Lifeline service with thoughts of 
suicide. Some of the callers may not wish to acknowledge their suicidal ideation to the 
telephone counsellor, or perhaps themselves. In other cases, the telephone counsellor may 
not ask the caller about the presence of suicidal thoughts, or may not record the ideation 
in CSMIS. A further reason for an underreporting in CSMIS of suicidal calls could be that 
the suicidal person’s ‘cry for help’ can be rather subtle and partially disguised (McGee, 
1965). As a consequence, the cry for help may not be picked up by the counsellors of the 
service. The fact that callers to Lifeline seem to be experiencing less suicidal ideation 
than the general population, according to CSMIS, may again indicate that it is 
unadvisable to take CSMIS data at face value.     
 
Even if the number of callers entered in CSMIS with suicidal thoughts is a conservative 
estimate of the number of ‘suicide calls’, it indicates that the great majority of calls to the 
service are not overtly suicide calls. This finding gives credence to the claim that general 
social support, rather than acute crisis care, dominates the calls to Lifeline. Further, the 
finding supports the claim of Hornblow (1986, p. 24) that suicide-related calls constitute 
“only a small percentage of totals calls” to most telephone counselling services. However, 
dedicated suicide lines may receive a larger proportion of calls designated as suicidal calls 
than the generalist telephone counselling lines. The Suicide Prevention Centre of Los 
Angeles has reported as many as three-quarters of all calls it received were from callers 
threatening or showing suicidal ideation behaviour. The CSMIS data indicated that 
Adelaide had the greatest proportion of callers with suicidal thoughts (7.4 percent of the 
centre’s total calls), followed by Lithgow (6.7), Burnie (6.2), and Perth (6.2) respectively. 
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However, comparing proportions of calls for non-mandatory variables such as these is 
problematic (see section 3.4.3), and it has been recognised that differences in 
interpretation of what constitutes a suicidal caller can distort comparisons (Farberow et 
al., 1966).  Therefore, comparing these proportions and using them as an indicator of 
suicidality is not recommended.  
 
It is important to note the author does not claim there is any clear demarcation between 
social support and urgent crisis care, such as suicide intervention. It may be that the 
counselling calls to the service can be viewed as being located somewhere on a 
continuum. At one end of the continuum might be located the less urgent and more social 
calls. An example of this type of call may be the caller who simply wants a chat with the 
telephone counsellor, has no pressing issue to discuss, and there is no immediate danger 
to the caller or others. At the other end of the continuum would be the high risk suicide 
caller who requires urgent attention to avoid further harm or mortality. The other calls to 
the service would fall somewhere between these two extremes of need, depending on the 
issue’s potential to affect the caller’s or another’s health and wellbeing at the time of the 
call. Figure 8.2 presents a diagram of this proposed continuum of counselling calls to the 
service. The idea of a continuum is supported by the wide variety of call issues reported 
in CSMIS and by telephone counsellors anecdotally. 
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          Chat                                                                                         Suicide in progress  
             
      Low urgency                                                                                    High urgency        
 
Figure 8.2. The continuum of care provided by the Lifeline telephone counselling 
service. 
 
Durkheim (1970/1897) was one of the first to recognise that social fragmentation and 
isolation could be involved with cases of suicide. Research suggests that the proportion of 
single households can be a strong predictor of suicide (Ashford & Lawrence, 1976; 
Saunderson, Haynes & Langford, 1998). There seems to be an increase in suicide rates 
with single, widowed, and divorced statuses respectively compared to married status 
(McIntosh, 1991). The large proportion of callers not in relationships using the Lifeline 
service is indicative that these callers generally may be at an increased risk of suicide. 
Further, it has been suggested that people with mental health issues, such as clinical or 
major depression, have a 15 percent suicide rate, while those with schizophrenia have a 
10 percent suicide rate (New York State Department of Health, 2003). These two groups 
of mental health diagnoses were found to be the largest two groups of mental health calls 
in the CSMIS. People with mental health issues involving major affect and mood 
disorders can be at increased risk of suicide (New York State Department of Health). 
Calls regarding mental health issues were shown to be a major CSMIS grouping of 
Lifeline calls. Call issues are discussed in more detail in section 8.2.7. This analysis 
indicates that as a group, callers to the service may be at an increased risk of suicide when 
compared to the general population. Further, in the previous chapter it was shown that 
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there was a moderate statistical relationship between call rates to the Lifeline service and 
suicide rates. Perhaps by supporting their callers, many of whom must be regular callers, 
the Lifeline service is helping this population deal with stress and, therefore, prevents 
them reaching the point where they require overt suicide intervention.  
 
8.2.7 Caller issues.  
The CSMIS caller issue categories provided further evidence that callers to the service 
were accessing it for general social support, rather than for urgent suicide intervention. 
The ‘caller issue’ variable also shows the Lifeline telephone counselling service is a 
generalist service, which deals with a wide variety of call issues. However, a common 
thread between many of these issues is that they seem to depict the caller as being isolated 
from sources of social support.   
 
For the caller Issue A (primary caller issue) the largest category was for the non-
counselling calls, accounting for over 20 percent of the 90,128 CSMIS cases examined. 
Calls in this grouping are diverse. Non-counselling calls include the sub-categories of: 
Lifeline office calls; community information; complaints about the service; nuisance, 
abuse, and hoax calls; sexual gratification calls; silent or hang up calls; thanks and 
appreciation; and ‘other’ non-counselling calls. 
         
The largest category of counselling calls for Issue A in the CSMIS were ‘self and society’ 
calls, with 16 percent of all calls. The largest grouping of counselling calls for Issue B in 
CSMIS were also for the self and society calls, accounting for 26.5 percent of all calls 
entered for the variable (see Figure 6.4 for more details). The self and society grouping 
contains the sub-issues of belonging, discrimination, identity, loneliness, relationships, 
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self confidence, social justice, stigma, gender identity, and sexuality. These call themes 
all point to their callers being socially isolated from sources of support. This also seems 
true of the next two largest most frequently occurring CSMIS issues. 
 
The next largest grouping of calls for Issue A was ‘health and disability’. This grouping 
accounted for 15 percent of all cases and includes issues such as mental health issues, 
intellectual disability, personal injury, and physical illness. The ‘adjustment and loss’ 
grouping was the next largest category accounted for 14 percent of all cases. This 
category includes calls about death, illness and disability, relationship breakdown, 
retirement, role change, separation/divorce, and migration or relocation. All of these 
issues could have a detrimental effect on the availability of social support to the caller.  
 
The five largest sub-groupings, which made up the major CSMIS Issue A categories, 
were: mental disorder (Health & Disability) (n = 8,108), loneliness (Self & Society) (n = 
6,086), relationships breakdown (Adjustment & Loss) (n = 5,561), relationships (Self & 
Society) (n = 4,075), and marriage/partner (Family Challenges) (n = 3,409). These five 
sub-groupings accounted for 27,239 calls, or 39% of all 69,797 designated counselling 
calls for the period examined. All of these major categories and sub groupings seem to 
point to the caller’s potential isolation from informal or formal sources of social support. 
   
8.2.8 Referrals as an indicator of crisis. 
The emergency referrals provided by a telephone counselling service appear to be a 
potentially useful indicator of the proportion of urgent crisis calls reaching a service. Such 
referrals may suggest the caller was in a situation that required immediate intervention 
from an emergency service. Thus, the proportion of all calls in CSMIS given an 
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emergency referral might be used as a measure of the extent to which the service was 
being used as an acute crisis or emergency line.  
 
Less that one percent of all CSMIS cases received a referral to the emergency services 
such as ambulance, fire, hospital, police, and relief agencies. This figure would seem to 
indicate that the service is generally not receiving calls from people in crisis who need 
immediate emergency referral. However, the emergency referral variable is not a 
mandatory variable in CSMIS, and this may mean that this variable is not representative 
of the true state of referrals to these emergency services by the telephone counsellors. The 
emergency referral variable may well be an example of how misleading the use of non-
mandatory variables can be in CSMIS. Alternatively, the emergency referral variable 
might be presenting the true state of the situation and indicating that the service has only a 
very small role in referral to emergency services. 
 
The small number of emergency referrals does not mean that the service is not playing an 
important role in the referral of callers to other services. The information contained in 
CSMIS indicated that around one-third (32,897 cases) of all callers to the service received 
a referral. By far the largest grouping of referrals was for legal assistance (29,225 cases), 
which comprised almost 90 percent of all cases referred. While Lifeline refers clients to 
other community services and a few to emergency services, this is clearly not its major 
role. Referral to other services would seem to be just part of the practical social support 
that the service offers to its callers. 
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8.2.9 Volume of calls as indicator of national stress. 
The volume of calls nationally to Lifeline offered a possible indicator of Australia’s 
psychological state. The stress theory of calls suggests that a relatively busy day would 
indicate that certain issues or events provoked stress and, in turn, greater use of the 
Lifeline service. The busiest day in the CSMIS data set examined by the project occurred 
on the 6th of June 2003. The volume of calls on this day was unusually high and, 
therefore, seemed a good potential test of this assumption. 
 
On the 6th of June, 2003 the CSMIS recorded the busiest day nationally for the period 
examined. Some 1,637 calls were logged for this day in CSMIS. This volume of calls was 
shown to be an extreme outlier value by the box plot presented in Figure 6.2. SPSS 
defines to any cases as an extreme value as a case that is three box widths or more outside 
the box (Francis, 2001). The volume of calls on the 6th of June was the only outlier case 
for the period examined. This unusually busy day for calls was taken as a good 
opportunity to ascertain if any national or international issue or event could have spurred 
the large volume of calls on this day. Evidence does seem to suggest that stressful events 
can affect call rates to Lifeline. For example, Lifeline reported a surge in calls around the 
time of the war in Iraq, Bali Bombings, and Canberra fire storm (Lifeline Australia Inc, 
2003). Lifeline Australia Inc. have reported that in the wake of the tragic 2003 Canberra 
firestorm the Lifeline call centre in Canberra received a surge in calls involving anxiety 
and humanitarian concerns. The increased use was reported to have continued in the 
weeks and months after the event. If the calls to Lifeline generally reflect the caller’s need 
to reduce distress, a busy day of calls such as experienced on he 6th of June 2003 might 
have reflected distress at the national level.  
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If there were national or international events or issues around the time of the busiest day 
for calls then they might be apparent in the front page headlines of the time. Front page 
headlines from the Australian and Age newspapers for 6th and 7th of June and the 
preceding 5 days were examined; a full list of headlines on each of these days is presented 
in Appendix H. Examination of the headlines leading up to the 6th of June indicated that 
there is little evidence that national or international events were present that may have 
been linked with the peak in use. On the 6th of June 2003, however, a report on the front 
page of the Age that al-Qaeda terrorist planned attacks on targets within Australia 
appeared. This report may have increased fears within the Australian community that 
Australia’s population was directly threatened by terrorism. On this same day there was 
also a report on the front page of the Age and Australian that a passenger was arrested 
after making threats aboard a Virgin Blue plane. These stories do seem to indicate that 
Australians could be directly at risk from terrorism on Australian soil and subsequently 
this could have increased the population’s anxiety levels. Further sources of potential 
national stress during the lead up to the 6th of June were identified as a leadership 
challenge in the Labor party and speculation about John Howard continuing as Prime 
Minister of Australia. The Australian newspaper from the 5th of June reported a planned 
‘terror plot to kill’ Australian mining magnate Joe Gutnick. 
 
The 6th of June 2003 was a Friday and it preceded a long weekend for the Queen’s 
Birthday in most Australian states. Holiday periods and other times when alternative 
services are closed have been identified by Lifeline as times when they receive increased 
use (Lifeline Australia Inc., 2003). Perhaps fears about terrorism within Australia, 
political instability, and the impending long weekend combined to produce a situation 
where more callers than usual needed the support of the service. However, there are other 
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elements that may have played a part in producing the call volume experienced on the 6th 
of June 2003. The service generally receives more calls than it can deal with. It may be 
that on the 6th of June there was a greater capacity to take calls than on any other time in 
the period examined. More counsellors available nationally may offer a plausible 
explanation for increased call volumes in CSMIS. For example, purely by chance there 
may have been extra cover at centres increasing their capacity to take calls on this day. 
More sub-centres may have all been available on that day to take calls. Sub-centres can 
have limited operating hours when they are available to take calls. It may also be the case 
that calls from other day’s ended up as being assigned to the 6th due to data entry 
problems. Thus, it cannot be claimed with any certainty that the exceptionally high 
number of calls taken on the 6th of June 2003 were not due to other factors with little or 
no relationship to caller need. 
 
There was some evidence that social reasons caused Australians to use the Lifeline 
service on its busiest day. However, there are also other possible explanations that could 
conceivably explain an unusually high number of calls. It would seem that the volume of 
calls taken by the Lifeline service per se may not be a very satisfactory way to determine 
the overall temporal demand for the service.     
      
8.2.10 Support for construct validity of the LISN. 
The combined centre CSMIS results provided some evidence that the counselling calls to 
the service were for social support. The profile of a typical caller and the review of the 
CSMIS data all indicate support for the claim the service is utilised in the most part by 
callers who are seeking social support. In this doctoral thesis social support has been 
defined as social interactions that are perceived by the recipient to facilitate coping and 
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assist in responding to stress (Letvak, 2002), and may contain emotional, practical, and 
informative dimensions (Landmark, Strandmark & Wahl, 2002). It would seem that many 
of the callers to Lifeline are experiencing risk factors that could potentially increase their 
risk of social isolation and suicide. These findings give some credence to the idea that the 
construct measured by a call rate indicator could be the expressed need for social support. 
The findings also suggest that the MGTCRU was a useful model to assist in 
understanding use of the service by callers. 
 
The MGTCRU predicted that those without close informal relationships would access the 
service in increased numbers. In support of this claim, the combined centre CSMIS data 
indicated that single callers used the service at a far greater rate than those who were 
partnered. Further, social isolation from friends and family was evident from the CSMIS 
social support information. The CSMIS call issue also indicated many callers were 
experiencing issues that had the potential to see them social isolated from sources of 
support. As would be expected of a service providing social support to its clients, the 
Lifeline service was contacted by the person in need of assistance more than by a third 
party. Also, females, who are believed to be better than men at giving and receiving 
emotional support, were found to contact the service at a greatly increased rate compared 
to males. The numbers of repeat callers who had been contacting the service over 
extended periods provided further evidence that many callers had adopted the service as 
part of their ongoing social support network.       
 
8.3 Comparison of Metropolitan and Non-Metropolitan Centres 
Telephone counselling was identified in Chapter 3 as having accessibility that could be of 
particular value to non-metropolitan clients. Chapter 2 also identified that there was a 
 285
number of variations in health status observed between metropolitan and non-
metropolitan populations and that indicators may not be equally applicable to both these 
regions. It is important to demonstrate that indicators are applicable to the areas where 
they might be applied (Black & Hughes, 2001). Thus, it seemed worthwhile to explore if 
any significant difference in the patterns of use of the Lifeline service between 
metropolitan and non-metropolitan populations could be found and if the results had the 
potential to affect the LISN’s validity in these regions. A comparative analysis of the 
CSMIS variables also offered a way to explore the possible drivers of any difference in 
use between metropolitan and non-metropolitan areas, which, in turn, could provide 
further insight into the use of the service. A number of potentially significant differences 
between metropolitan and non-metropolitan centres CSMIS variables were found and are 
reported. The implications to the LISN and limitations of the analysis are also presented 
in the following sub-sections.  
 
8.3.1 Call focus.  
A greater proportion of calls were recorded for the non-metropolitan sample (M = 67.9 
percent) as being ‘self’ focused, compared to the metropolitan sample (M = 52.6 percent) 
(t(20) = -2.112, p = .047). While this could suggest that metropolitan callers were more 
likely to discuss others’ needs, the alternative category available for this response 
grouping, this was not the case. The mean proportion of ‘other focused’ calls recorded by 
the metropolitan sample (M = 7.3) was, in fact, lower than the non-metropolitan sample 
(M = 10.3); however, this difference was not statistically significant (t(16.35) = -1.681, p 
= .112). The difference in self-focused proportions found may well have been due to a 
statistically significant difference between the total proportions of calls entered for the 
caller focus variable in the metropolitan sample. The non-metropolitan sample had a 
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mean proportion of caller focus entries that was significantly greater than for the 
metropolitan sample (metropolitan M = 60, non-metropolitan M = 78, t(20) = -2.34,  p = 
.03), which might account for the larger proportion of self focused calls reported in the 
non-metropolitan sample.  
 
 8.3.2 Marital status. 
The proportion of non-metropolitan callers who were married or partnered was greater 
than in the metropolitan area (metropolitan M = 16.1, non-metropolitan M = 20.5, t(20) = 
-2.19,  p = .04). Perhaps due a relative lack of opportunities for social interaction in rural 
and remote areas, non-metropolitan populations may need to rely more heavily on a 
partner as a source of social support. Thus, when this relationship is under strain, or the 
partner or spouse cannot supply support, then Lifeline may be called upon for support at 
greater rates than in metropolitan areas. However, this explanation does not seem to fit 
well with the finding presented in the previous chapter, which showed that there was a 
statistically significant negative relationship between ARIA and the LISN. This 
relationship was also apparent in the call centre analysis reported. If rural populations had 
such a strong reliance on their partner or spouse for support then it might be expected that 
non-metropolitan callers would use the service more than their metropolitan counterparts 
generally. For example, it might be expected that single callers would call more in rural 
areas, as they did not have the support of a partner or spouse in the first place. However, 
this was not the case and no difference in the proportion of single callers between these 
two groups was found.   
 
The significant difference in married and partnered callers found can perhaps be better 
explained by a statistically significant difference in the proportions of callers whose 
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relationship status was unknown between the two Lifeline centre groupings (metropolitan 
M = 39.7, non-metropolitan M = 31.6, t(20) = 2.315,  p = .031). The metropolitan 
grouping had significantly more “relationship status unknown” callers than the non-
metropolitan centres. Perhaps, the metropolitan centres classified a significantly greater 
number of married and partnered callers as having relationship unknown status than the 
non-metropolitan centres (see section 8.4.2 for more discussion of this issue). It must also 
be noted that a difference between married and partnered callers mean proportions in the 
two groupings had a probability value just below the .05 level (p = .04). Thus, it is unclear 
if there really was any significant difference in the proportion of married and partnered 
callers utilising metropolitan and rural centres as the result may be spurious. If there 
really was a statistically significant difference in the proportion of married and partnered 
callers then it was unclear as to why this may have occurred.   
 
8.3.3 Caller’s age. 
A greater proportion of metropolitan callers were in the 15 to 19 year old age grouping 
than non-metropolitan callers (metropolitan M = 2.0, non-metropolitan M = 1.1, t(20) = 
2.34,  p = .03). There were also significantly greater proportions of metropolitan callers in 
the 20 through 24 year old age grouping (metropolitan M = 5.5, non-metropolitan M = 
3.8, t(20) = 2.21,  p = .04). In the non-metropolitan grouping there were significantly 
greater proportions of callers in the 35 through 44 (metropolitan M = 18.5, non-
metropolitan M = 21.9, t(20) = -2.45,  p = .02) and 45 through 54 year of age caller 
groupings (metropolitan M = 14.3, non-metropolitan M = 17.2, t(20) = 2.34,  p = .04). The 
difference in proportions 55 through 64 year olds between metropolitan and non-
metropolitan centres was of borderline significance (metropolitan M = 9.3, non-
metropolitan M = 12.5, U = 30, p = .05). One explanation for these results may be that a 
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larger proportion of older residents live in non-metropolitan Australia. The author has a 
suspicion that the average age of rural Australians is older than for those in metropolitan 
areas. However, this could not be confirmed from the Australian Bureau of Statistics 
(National Information and Referral Service, November 29, 2004). Based on 1996 
calculations (AIHW, 2002) there was a slightly larger proportion of 55-74 year olds in 
living ‘inner regional’ Australia. The 2001 Census data also shows that there was a 
greater proportion for males and females in the 55-74 age groups in non-metropolitan 
Australia (Hugo, 2005).  
 
Young people are said to be more likely to relocate than older age groups in rural areas 
(Hugo, 2001; Information Victoria, 2002). However, Hugo (2001) notes that women in 
the 40 years and over group are under-represented in non-metropolitan areas, reflecting a 
trend for women to migrate to major cities after the death of a spouse. While there may be 
a difference in the average age of the populations in metropolitan and non-metropolitan 
areas, a small difference in the average age of callers in the two grouping would not seem 
to explain the statistically significant difference in ages exposed by our analysis. 
Cartwright and Hughson (2005, p. 4) report a trend for men living in rural Australia aged 
55-75 to call Lifeline about loneliness more than people younger than 54. They suggest 
that this may be due to rural-urban drift which “weakens the fabric of rural communities”      
Why younger callers in the 15 to 24 year of age group seem to call more in metropolitan 
areas and callers in the 35 to 64 year of age group seem to call more in rural areas is at 
present unclear and requires further research. These differences in age proportions were 
also supported by the ARIA centre score and CSMIS correlations (reviewed later in this 
chapter).    
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8.3.4 Call issues. 
The ‘adjustment and loss’ issue showed a significant difference in mean proportions 
between metropolitan (M = 12.9) and non-metropolitan (M = 16.0) centre groupings. 
However, the Shapiro-Wilk test for normality between these two groups indicated the 
samples were not normally distributed for this variable. This was confirmed by viewing a 
histogram of the distribution. Therefore, a non-parametric Mann-Whitney test for 
independent samples was run between metropolitan and non-metropolitan groupings for 
the adjustment and loss variable. This test confirmed that there was a significant 
difference between the non-metropolitan and metropolitan means (U = 22.0, p = .012). 
 
The adjustment and loss issue category has sub-groupings of: Death or Miscarriage; 
Hospital (during or after); Illness or Disability; Migration or Relocation; Post 3rd Party 
Suicide Attempt; Post Suicide; Prison (during/after); Relationship Breakdown; 
Retirement; Role Change; Separation/Divorce; Work Changes; and Other. The 
‘adjustment and loss’ issue category is clearly made up of a very diverse range of sub-
issues. This grouping, however, seems to represent issues that have the potential to isolate 
the caller. For example, a person returning from a prison sentence in a non-metropolitan 
area may have trouble with stigma where they and their offence are well known. 
Similarly, non-metropolitan areas have been identified as not being accepting of outsiders 
(Baum, 1999). Thus, a person relocating or migrating to a non-metropolitan area may 
have trouble developing supportive ties with those already in the community. It may also 
be the case that the non-metropolitan callers have greater stigma attached to suicide, 
relationship breakdown, or other issues in the adjustment and loss category; this would 
mean they need to seek support for the issue from an outside source more than those in 
metropolitan centres. However, the centre with the greatest proportion of adjustment and 
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loss calls was Port Macquarie (Mid Coast, New South Wales) (25.1%), which is a major 
service centre with a highly accessible ARIA ranking. The capital city of Adelaide also 
had a high proportion of adjustment and loss calls (19.5%). The Lifeline centre at Ballarat 
has the lowest proportion of adjustment and loss calls (7.2%), yet this is a non-
metropolitan centre servicing a large rural area. These results seem to suggest that rurality 
alone may not explain the difference in the proportion of calls entered in the adjustment 
and loss category. However, the Lifeline centre ARIA score and CSMIS analysis also 
showed a significant relationship between adjustment and loss and ARIA (see the 
following section for more discussion of this analysis). This difference would seem to be 
a direction for future study.        
 
8.3.5 Summary and limitations of comparison between metropolitan and 
non-metropolitan centres.  
The comparison between non-metropolitan and metropolitan proportion of CSMIS 
variables showed surprisingly few significant differences. The differences that were found 
would not seem to impact on the validity of using the overall call rates to the service as a 
general indicator of the need for social support. For example, the difference found in the 
proportion of age groupings between non-metropolitan and metropolitan centres would 
not seem to affect the validity or applicability of the LISN in these areas. Differences in 
the proportion of married or partnered callers or for the adjustment and loss issue across 
these divisions would likewise seem to have no impact on the construct validity of the call 
rate indicator. The results of this comparison seem to suggest the LISN should be just as 
valid in metropolitan areas as non-metropolitan areas. The analysis does seem to indicate 
that there may be systematic differences in the way CSMIS variables are entered in 
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metropolitan and non-metropolitan centres. This would need to be acknowledged in any 
comparison of CSMIS variables from centres falling in each of these divisions.                         
   
There were a number of limitations of this comparative study that need to be 
acknowledged. The rural group of Lifeline call centres only represented ‘accessible’ and 
‘moderately accessible’ (DHAC, 1999) centres and not the more remote centres. The 
metropolitan grouping may well have included some callers from ARIA accessible areas, 
as no clear call catchments were available for centres. The sample of centres chosen for 
the comparison included centres from only three states and one cannot be sure that they 
were, therefore, representative of all Australian calls. There was also a large difference in 
the number of cases examined for the metropolitan and non-metropolitan sample. The 
following section looks at CSMIS data for all centres in the data set and their relationship 
with ARIA. Thus, the analysis addresses some of these limitations. However, it will be 
shown that this alternative analysis still produces very similar results to those reported in 
the metropolitan and non-metropolitan analysis.  
 
It seems that there is little difference in the use of the service between metropolitan and 
non-metropolitan centres. There was no definite evidence that any difference found 
between these groupings of callers would have any impact on the construct validity of the 
call rate indicator LISN or its use across these divisions. These results therefore indicate 
that the LISN could identify an expressed need for social support in both metropolitan 
and non-metropolitan areas. 
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8.4 CSMIS Variables and their Relationship with ARIA   
This section continues the investigation from the previous section and aims to explore the 
relationships between the CSMIS variables and rurality. The section uses a bivariate 
analysis of all 51 Lifeline centres’ CSMIS variables and ARIA scores. A number of 
potentially statistically significant correlations were found between the Lifeline centre 
ARIA scores and CSMIS variables. This section examines these results to determine their 
relevance to the validity of the LISN and the potential for data from Lifeline to be used 
for social indicator construction. 
 
8.4.1 ARIA and total calls received.  
The ARIA score for a Lifeline centre was found to be significantly and negatively with 
the centre’s CSMIS call totals. There was also a significant negative relationship found 
between the centre’s estimated catchment population and ARIA centre score. The 
relationship between total number of calls and ARIA is supportive of the finding reported 
in the previous chapter of a negative relationship between ARIA and small-area call rates. 
However, it must be noted that this relationship may have been confounded by the 
significant relationship between estimated catchment population for these centres and 
ARIA. 
 
It seems reasonable to assume that a centre with a larger potential caller base will have 
more calls if everything else were equal. The significant negative relationship found 
between estimated catchment population and ARIA indicates that as the centre’s location 
became less accessible, its estimated catchment population fell. Therefore, with fewer 
potential clients to service, it is not surprising that the less accessible centres would 
receive fewer total calls than more accessible centres. For example, more calls would be 
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expected to be taken by the Brisbane centre in Queensland (QLD) (ARIA 0.0) with an 
estimated population of 1,508,161 than would be expected to be taken by the centre 
located in Mackay (QLD) (ARIA 3.70) that had an estimated population of 63,145. 
Indeed, examination of the table in Appendix F, which presents a list of Lifeline centres 
and call totals available in the 2003 CSMIS data set, shows Brisbane was credited with 
7,140 calls compared to Mackay’s 689 calls for the period. Clearly calculating rates by 
dividing call totals by population would have been a way to deal with this issue. 
However, the true population serviced by a centre was not available and other 
confounders, such as a centre’s relative capacity to take calls, were not known. Therefore, 
this approach was avoided.  
 
8.4.2 ARIA and relationship status.   
There was a significant positive correlation found between the Lifeline centre ARIA score 
and the proportion of married and partnered callers (rs = .328, n = 50, p = .020). This 
relationship was also indicated by the metropolitan and non-metropolitan comparison 
conducted (see section 8.3). Some possible explanations for this relationship were 
examined in section 8.3. 
 
 A significant negative relationship was also found between the proportion of 
‘relationship unknown’ calls and ARIA (rs = -.302, n = 50, p = .033). This indicates that 
as the ARIA score increases (suggesting less accessibility and greater remoteness) the 
proportion of relationship unknown calls decrease. There was a significant negative 
association between a centre’s ARIA score and the total number of calls it received, as 
discussed in the previous section (rs = -.603, n = 51, p <.001). This relationship was also 
apparent for the age unknown variable (rs = -.357, n = 50, p = .011). Thus, it may be that 
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more metropolitan (accessible) centres tend to take more calls and therefore enter a larger 
proportion of calls as unknown. There simply may be more time for the telephone 
counsellor to gain the information on marital status or age in rural areas where there are 
fewer calls to deal with. Perhaps, the greater number of calls received by metropolitan 
centres may mean the telephone counsellor has less time to enter details in CSMIS; 
therefore they may use the unknown category more as a type of time saving default. 
However, these explanations are pure speculation. It is unclear from the analysis or 
literature why a significantly larger proportion of calls seem to be entered for the 
unknown response for the relationship and age variables by centres with greater 
accessibility as measured by the ARIA.  
 
8.4.3 ARIA and age. 
There was a negative relationship found between callers in the 20-24 year of age 
categories and the ARIA score of the centre (rs = -.289, n = 50, p = .042). This means that, 
as the ARIA score for the centre decreased the proportion of callers in the 20-24 age 
grouping increased. This result is consistent with the metropolitan and non-metropolitan 
comparison that was reported in section 8.4. There was a significant positive relationship 
found between the ARIA score of the centre and the proportion of callers in the 55-64 age 
grouping (rs = .313, n = 50, p = .027). This indicates that as the centre becomes more 
remote and less accessible the proportion of callers in the 55-64 age grouping increased. 
This result was again congruent with the metropolitan and non-metropolitan comparison. 
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8.4.4 ARIA and self focused calls. 
A significant positive association was found between the proportion of self focused calls 
and the Lifeline centre’s ARIA score (rs = .315, n = 50, p = .026). This result could mean 
that the proportion of self focused calls increases with the level of remoteness. A similar 
result was reported and discussed in the metropolitan and non-metropolitan comparison 
for this variable. However, there was also a significant difference in the mean proportion 
of caller focus entries for the analysis. In that case it was determined that the difference in 
self-focused proportions could have been due to this difference. In support of this claim, 
the total proportion of entries for the focus variable was also found to increase with the 
centre’s ARIA score and this may have affected the self-focus result. It may be that as 
centres become more remote and less accessible, they receive fewer calls and are better 
able to categorise more of their calls to the self-focus variable.      
 
8.4.5 ARIA and call issues. 
The CSMIS ‘adjustment and loss’ issue category was found to be positively associated 
with the ARIA score for the Lifeline centres (rs = .316, n = 51, p = .024). This result is 
consistent with the result for metropolitan and non-metropolitan centres examined in 
section 8.3. The ‘behaviour problems issues’ category was also shown to be significantly 
and positively associated with the Lifeline centre’s ARIA score (rs = .303, n = 51, p = 
.031). This result was not apparent for the metropolitan and non-metropolitan centre 
comparison. This category includes drug misuse, financial, gambling, own sexual 
compulsion, drinking problems, and ‘other’ behavioural problems groupings. It is unclear 
as to why the proportion of cases in the behaviour issue grouping may have increased 
along with the Lifeline centres ARIA score. A potential explanation may be that the 
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caller’s behaviour problem/s had an isolating effect in more remote and less accessible 
areas than would be the case in more accessible and less remote communities.  
 
8.4.6 Section summary.  
The results of the correlations between Lifeline centre CSMIS variables and ARIA scores 
in this section generally supported the metropolitan and non-metropolitan results of the 
previous section. There seemed to be a number of statistically significant associations 
between ARIA and CSMIS variables. However, as with the metropolitan and non-
metropolitan comparison, these associations did not seem to undermine the validity of the 
LISN as an indicator of the areal need for social support. As was the case with the 
metropolitan and non-metropolitan analysis, this analysis may indicate that there can be 
systematic differences in the way the larger and smaller centres enter information into 
CSMIS.      
 
8.5 Chapter Summary 
This chapter attempted to explore the CSMIS data with the aim of determining what 
further evidence could be found to support the claim that the call rates to the service 
indicate an area’s expressed need for external formal social support resources. The 
national CSMIS data was used to produce a generalised profile of the average caller. This 
profile indicated that the average caller was indeed deprived of informal sources of social 
support. Further, callers were likely to be calling the service about issues leaving the 
potential to see then isolated from sources of social support, such as belonging, 
discrimination, identity, loneliness, and relationships. The profile produced from the 
CSMIS statistics was congruent with the expected profile that was produced from the 
MGTCRU in Chapter 4. Examination of the selected CSMIS variables provided more 
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evidence of the caller’s isolation from alternative sources of social support. The fact that 
the proportion of potentially isolated callers utilizing the service was so high indicates 
that the service was providing a source of social support to its callers. This position is 
buttressed by the large number of callers to the service who seemed to have adopted the 
serviced as part of their ongoing support network. 
 
Exploration of the reasons for significantly more use of the service by female callers 
pointed to stress reduction as a potential driver of calls, as was posited by the MGTCRU. 
However, it was clear that a number of factors may be involved with the gender 
difference in utilisation of the service. Further, the evidence suggested that males are 
generally more socially isolated than women. Therefore, the difference in use of the 
service by males and females should not be used as an indicator that females are more 
socially isolated than males. The chapter also examined the CSMIS analysis results with 
the aim of establishing if there were differences in the use of the Lifeline service by rural 
and metropolitan callers. There were surprisingly few statistically significant differences 
in the use of the service between these divisions and those that were found were unlikely 
to have an impact on the LISN’s validity or applicability to various types of areas. 
Therefore, it is suggested that the LISN might be used as an indicator of the expressed 
need for social support that is applicable to various types of areas in both metropolitan 
and non-metropolitan Australia. It is concluded that there was evidence the calls to the 
service generally reflect social support seeking by callers and offer this finding as support 
for the claim that the areal call rates to the Lifeline service measure an expressed need for 
external formal social support resources.  
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The chapter also found support for using the MGTCRU to explain service use. This 
model of use provided a framework that was capable of providing accurate predictions 
about the use of the service and also to help explain results. The chapter also provided 
evidence that CSMIS statistics should not be taken at face value, but need to be 
understood in the context of how they are gathered and the effect this may have on the 
reliability and utility of the data. Further, there was evidence that there may be systematic 
differences in the way CSMIS variables are entered that are associated with accessibility 
and remoteness of the call centre where they were compiled. Thus, it is recommended that 
CSMIS variables should not used in a comparative way between centres to infer 
differences in social needs or problems in the population they service without 
understanding and recognising confounders that may be involved in producing the 
differences. This recommendation also applies to inferring change across time in a 
centre’s or national CSMIS data.      
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9 
 
 
Using Call Statistics for Social Indicators: Limitations and 
Recommendations  
 
9.0 Introduction 
 
Generalist telephone counselling and referral services call data has the potential to 
provide a rich and versatile source of social information. However, there appear to be 
inherent difficulties in using it for social indicators. Chapter 7 showed the derivation of an 
objective and reliable call rate indicator, the LISN, was feasible for small-areas from 
Lifeline’s Telstra data. The chapter showed this new social indicator had properties and 
evidence of validity that would suggest it might be used as a measure of an area’s 
expressed need for external formal social support. Chapter 8 looked at selected CSMIS 
data to ascertain if it would support the predictions drawn from the MGTCRU and the 
claim that the LISN was a measure of an area’s expressed need for external formal social 
support. Evidence was provided from the CSMIS data that indicated there was support for 
the MGTCRU and construct validity of the LISN. However, the evidence of construct 
validity was by no means conclusive.  
 
This chapter aims to come to a position as to the thesis that generalist telephone 
counselling services can be used as a source of social indicators. This chapter looks at the 
two sources of Lifeline call data that have been examined to determine their suitability to 
be used for social indicators. It does this by first looking specifically at a claim that 
counselling service call data might be used for social monitors and details the limitations 
to this approach. The chapter then considers using call statistics for comparative studies 
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or for time series research and the limitations with this approach. Attributes of the LISN 
are then examined and its limitations detailed. The chapter then presents three strategic 
recommendations to address significant limitations of the CSMIS data source that 
currently impede its use for social indicators. The potential outcomes of implementing the 
recommendations are also detailed. The implications for Lifeline being a generalist 
telephone counselling and referral service supplying social support to the community are 
also examined. The chapter concludes with a section that presents the contributions to 
knowledge produced by this project.  
 
9.1 Using Call Data for Social Indicators: Limitations  
 
In light of the information presented in this thesis, this section looks at the suggestion that 
generalist telephone counselling and referral call data might be used for social indicators. 
It summarises the limitations exposed throughout this thesis to using the call data in this 
manner.   
 
9.1.1 Call data for social indicators or monitors?: The CSMIS experience. 
 
King et al. (1974) and King (1977) have suggested that data from telephone counselling 
services could be used for ‘social monitors’ (Wilcox et al., 1972). They proposed that 
fluctuations in the occurrence of types of mental health and other calls could be used to 
monitor communities. This sub-section examines this claim in light of the results of this 
thesis and its literature review. It identifies obstacles to this approach and details possible 
solutions that may make the approach less problematic.         
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King et al. (1974, p. 54), specifically claimed that: 
(1) the data collected from calls to a community telephone counselling centre can 
be used as a tool to assess changes in the incidence of general and specific types 
of mental health problems in the community; (2) such assessments can be made 
within a short time and they cost very little; and (3) the information collected from 
recording changes in the incidence of mental health problems can be used to 
institute treatment and prevention programs. 
These claims have intuitive appeal. However, practical problems in utilising the data from 
generalist telephone counselling in this way were apparent.    
 
The results of the CSMIS analysis and literature review support the King et al. (1974) 
assumption that telephone counselling services data could identify changes in the 
incidence of types of calls. However, analysis of the Lifeline call data and the literature 
on telephone counselling suggest it may be unwise to simply credit any fluctuation in use 
of the service to change in the community. One important reason for this is due to the 
need for subjective recording of call data in CSMIS by telephone counsellors. This could 
lead to a situation, for example, where a centre or a group within a centre decide to code 
all calls they receive involving an element of loneliness as a loneliness issue. Thus, 
overnight there may be a significant increase in loneliness calls recorded in the CSMIS, or 
any other similar system. This change would be seen in the data by a uniformed observer 
as change in the use of the service. However, in this case it would not indicate any change 
in use of the service, but rather be due to the subjective nature of the data entry. 
Fluctuation caused by non-standardised data entry procedures would tell us little about 
the community’s changing health status and needs. It should be noted that evidence was 
provided that there may be differences between metropolitan and non-metropolitan 
 302
centre’s data entry. This may indicate that consistent data entry procedures across the 
service are an issue. Even if this reliability problem with the data could be addressed, 
there would be other problems with using fluctuations in the occurrence of call issues or 
other call variables.   
 
King et al. (1974) did not investigate if seasonal fluctuations in the occurrence of call 
issues could have played a part in differences found across the months they examined. It 
would seem that seasonal patterns in the use of telephone counselling might be found. For 
example, an increase in calls regarding suicide or depression might be expected to occur 
in the lead up to Christmas and perhaps anniversaries of events such as the destruction of 
the World Trade Centre Towers in New York. 
 
Seasonal fluctuations in suicide are well recognised and a universal phenomenon 
(Ajdacic-Gross et al., 2003). While there has been evidence that the Christmas period is 
not a time of increased suicide rates (Centre For Suicide Prevention, 1995), there has been 
evidence of an increase in suicide rates and deliberate self harm in the weeks after the 
September 11 terrorist attacks (DeLange & Neeleman, 2004). Seasonal affective disorder 
(SAD) is a well documented mood disorder. People suffering from SAD tend to 
experience depression or mania repeatedly around the same time each year. A common 
seasonal pattern is for depression is to occur in winter (Wehr & Rosenthal, 1989). Sund, 
Morken, and Linaker (2002) have reported seasonal variations in telephone calls to a 
telephone counselling service for children. It would appear that any potential sessional 
fluctuation in the use of a service must be controlled for if simple fluctuations in the rate 
of occurrence were to be used for community monitoring. The possibility of sessional 
fluctuations in the use of telephone counselling services would seem a useful avenue of 
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future research. This type of research could cast more light on the patterns of use of these 
services.   
 
The ability of Lifeline data to be used to produce cheap and rapid assessments cannot be 
disputed. Indeed, this was one of the reasons that this source of data seemed so appealing. 
However, the value of such assessment is questionable if the capacity for the data to show 
real community fluctuations in occurrence of various issues and factors is limited. It has 
been suggested previously that it seems inappropriate to use a fluctuation in the 
occurrence of an issue/problem as subjectivity in data entry could be responsible. The 
contamination of the data set with repeat callers gives further credence to the claim that it 
may be unwise to credit fluctuations in patterns of use to changes in social conditions.    
 
For example, it might be found that a significant rise in the number of callers with 
schizophrenia is observed in the data from a counselling centre. While this might indicate 
the community’s need for programs to support people with schizophrenia, it might also 
indicate that an individual caller with schizophrenia had been using the service very 
regularly after moving to the area or having the disorder diagnosed. This individual’s use 
of the service may be transient and the community may well have excellent services to 
support this caller. At present it would be impossible to identify from CSMIS if the 
increase in use was due to this type of event. Further, a fluctuation may be due to changes 
in the training of the counsellors or to the centre’s procedures that impact on the data 
collection process. For example, a schizophrenic caller awareness workshop may have 
been initiated at the centre, which advised telephone counsellors to ask potential 
schizophrenic callers about their mental health status. Moreover, advertising of these 
services has been shown to increase use (King et al., 1974). Thus, promotion aimed at 
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specific groups in a centre’s catchment could also be responsible for fluctuations. 
Therefore, to simply use fluctuations in the use of telephone counselling by caller 
groupings could be misleading and, therefore, would not be recommended without 
addressing these limitations to its use. 
 
The level two CSMIS Issue A or B groupings may offer an opportunity to measure 
fluctuations over time in family violence, harassment, child abuse, sexual assault, and 
abuse, and many other issues of social interest. Such information would be a valuable 
indicator of the caller’s specific need for support. However, due to the problems identified 
with using CSMIS in this manner such an approach may be unadvisable. Further, 
georeferencing the call data accurately is problematic with the current system. Currently 
calls can only be referenced with any degree of accuracy to the call centre catchment, 
which can cover a very large and diverse area. Thus, it would not be known which 
communities within the catchment had a specific need, or if the specific need extended 
across the whole catchment. Therefore, a system where calls were automatically tagged in 
call data management system with their Telstra ESA code would be a very useful step in 
making the call data of more value to social researchers and social indicators.                 
 
It would seem that King et al’s. (1974) contention about the use of telephone counselling 
data to monitor community health and direct intervention programs may be questionable 
and not without problems. A step towards the use of such data for these purposes would 
be to identify and separate repeat calls (numbers) from unique numbers. However, to 
achieve this with data from telephone counselling services that are committed to 
confidential and anonymous use of the service seems problematic. Standardised data 
entry into CSMIS within Lifeline call centres would be a step towards greater reliability 
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of data entry. Seasonal fluctuations in the occurrence of specific issues would also need to 
be understood before monthly or other fluctuations in occurrence could be justified as 
meaningful indicators. Further, the reliability of the data entry process by counsellors 
across time or between counsellors would need to be ascertained before simple 
fluctuations in consumer use could be confidently used as a social indicator.  
 
9.1.2 Proportional incidence of a variable as social indicator.  
 
The contention of King et al. (1974) and King (1977) that changes in the occurrence of 
types of telephone counselling calls over time could be used for ‘social monitors’ (Wilcox 
et al., 1972) has apparent limitations, which were discussed in the previous sub-section. 
Another way that a social monitor might be gained from generalist telephone counselling 
call data would be to compare the proportion of a variable at one centre against its 
proportion at another centre.  
 
Table 6.20 shows the greatest proportion of caller’s mental health entries were indicated 
for Geelong in Victoria (32 percent). The centres at Warrnambool in Victoria (26 
percent), Wyoming in New South Wales (24 percent), and Ballarat in Victoria (19 
percent) showed the next highest proportion of mental health calls regarding the caller. 
These proportions are considerably higher than the average proportion for all centres (8.6 
percent). The lowest proportion of mental health calls involving the caller from a centre 
was zero at Sutherland (New South Wales), Lismore (New South Wales), and Townsville 
(Queensland). Sutherland only had two calls and this may have been responsible for the 
result in this case. However, Lismore and Townsville had more than 1,500 calls, while 
Warrnambool had fewer than 1,000 calls. Therefore, it seems that the low number of total 
calls cannot be the only reason for the difference in proportions of metal health calls 
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about the caller, as Warrnambool had a high proportion of mental health calls while 
Lismore and Townsville had a relatively small proportion of these calls. It would seem 
that the difference must have another genesis. 
 
If the proportion of callers contacting a centre was used in the case of mental health then 
it might have been claimed that the Geelong centre’s catchment had a greater expressed 
need for mental health intervention than Lismore or Townsville catchments. While the 
proportions indicate this, it is unclear as to why the difference occurred. There seems to 
be a number of possible explanations for such a result, other than a greater need for 
mental health support or incidence of mental health disorders in the Geelong catchment. 
From just looking at the results in this case, one cannot be sure that the difference 
between Geelong and Lismore was not simply due to a difference in data recording of the 
mental health responses in CSMIS. The caller’s mental health is not a mandatory variable. 
Therefore, it could have been that while the Geelong centre had a practice of entering 
non-mandatory variables such as caller’s mental health, the centre at Lismore may not 
have had such a practice. If so, this would be another good example of how taking the 
CSMIS statistics at face value could be misleading.            
 
The caller’s mental health variable may also have been affected by repeat callers. For 
example, Geelong may have identified regular mental health caller/s and had their CSMIS 
details available to telephone counsellors to consult. Thus, when the caller subsequently 
called and was identified, the telephone counsellor may have used the CSMIS profile of 
the caller to enter the relevant information into CSMIS. Such a profile may not have been 
available at the Lismore centre for its mental health callers. Thus, unless the caller chose 
to shared their mental health status with the telephone counsellors of the Lismore centre it 
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would be impossible for them to known of the caller’s history and, therefore, enter it in 
their CSMIS.  
 
Regular callers pose a further problem when using such variables in a comparative way 
between centres. For example, it could be that the proportion of CSMIS mental health 
calls regarding the caller in Geelong was generally from the same caller or group of 
callers. A regular caller or callers to the Geelong centre may have identified their mental 
health condition at each contact with the service. It has been argued throughout this work 
that it is not possible to identify accurately repeat callers with the current CSMIS. Thus, it 
would not be possible to know how many of the caller’s mental health calls to the 
Geelong centre were from the same caller. If the call data were used at face value, it may 
appear that there was a need for assistance in the Geelong catchment, or other centre’s 
catchment with a high proportion of mental health calls recorded. However, it would be 
impossible to say with any certainty that the catchment as a whole needed the assistance. 
It may be that just a person, group, or community within the area need the assistance. 
Thus, the use of centre proportions of types of call as a social indicator could lead to 
incorrect assumptions with regard to incidence or the need for treatment and prevention 
interventions. 
 
King et al. (1974, p. 54) suggested that “data collected from calls to a community 
telephone counselling centre could be used as a tool to assess changes in the incidence of 
general and specific types of mental health problems in the community”. An important 
question to be addressed before any call data from generalist telephone counselling and 
referral services could be used in this way, such as type of mental health call or caller’s 
level of suicide risk, would be to identify who in the community calls. While this might 
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be inferred from the CSMIS data itself, such an inference could be misleading due to the 
limitations of the data exposed. It would seem unwise to think that every person who is in 
need would use a generalist telephone counselling and referral service equally. For 
example, in Chapter 3, indigenous callers were suggested to have less access to home and 
pay telephones. The MGTCRU indicates that access to a phone will be a factor predictive 
of use. Thus, for this reason alone, indigenous callers might use such services less than 
other groups in the community. As was noted in Chapter 3 and 6 there is a disparity in the 
use of these services by gender. It was found that females use the service 
disproportionably more than men. It was argued earlier in this thesis that not everybody in 
need of support calls Lifeline. Therefore, while calls to generalist telephone counselling 
services might be able to show changes in the community of various problems, it would 
not be clear which population subgroup this change occurred in. For this reason the 
MGTCRU would seem to be a valuable outcome of this thesis. It offers a contribution to 
the field, as it improves the ability to predict at risk population subgroups likely to use 
these services and also those who may not. 
 
Hindess (1973) argues that the usefulness of social “statistics is a function of the 
theoretical problematic in which they are to be used and on the use to which they are put 
within it” (p.45). This thesis could not hope to identify all the possible uses for generalist 
telephone counselling and referral service statistics. Thus, a reliability and validity 
approach to the CSMIS data was applied. This approach indicated this data source is not 
as objective and reliable as would be hoped. However, it is recognised that there may be 
cases where these statistics are still useful to social researchers. Indeed, the extensive 
description of the data set provided by this thesis was produced to aid this process. By 
detailing the type of call data available from a generalist telephone counselling service 
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such as Lifeline, providing a detailed summary of a typical data set, and outlining its 
limitations, this project has enabled more informed use of call statistics. In this way and in 
others this is a principle work on generalist telephone counselling and referral use. If the 
CSMIS call data reported here were to be used in their present form, at least this project 
has provided a critical evaluation that could be used to identify the potential limitations of 
the statistics.      
 
9.2. Using Call Rates as a Social Indicator: The LISN Experience 
Reviewing our results and the subsequent discussion, there is little doubt that the Lifeline 
service and other generalist telephone counselling services are a source of social support 
to their callers. A good deal of evidence was presented in Chapters 7 and 8 that generalist 
telephone counselling and referral services call rates could be used as an indicator of an 
expressed need for social support. The LISN call rate measure produced by the thesis 
showed statistically significant relationships with a number of theoretically associated 
indicators. However, the analysis produced by this thesis suggesting construct validity of 
the LISN as a global measure of social support do not provide unequivocal evidence of 
this claim. Indeed, just what construct is measured by the LISN needs further enquiry. 
Yet, the LISN seems to have properties and features that would suggest it has potential as 
a social indicator. 
 
9.2.1 Lifeline’s role and the LISN. 
The evidence provided in this thesis indicated that the generalist telephone counselling 
and referral service provided by the Lifeline service and similar services provide social 
support to the majority of their callers. Indeed, by their provision of social support, 
Lifeline will be promoting the health of many socially isolated and vulnerable people. 
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The MGTCRU produced by this thesis predicted that callers would be isolated from 
sources of social support, social support that were it available would have been expected 
to help them deal with the issue of concern instead of the more formal and external 
generalist telephone counselling service. The CSMIS data indicated this was the case and 
callers isolated from intimate relationships and those adopting the service as part of their 
social support network were overrepresented. While showing that callers were potentially 
socially isolated is supportive of the MGTCRU and the claim that the calls should show 
areas where social support resources are inadequate, it does not mean that the calls are an 
indicator of the caller’s community’s need for external social support. Rather, it may be 
that it simply shows personal need and not community need. This claim is bolstered by 
the limitations of the LISN. 
 
9.2.2 Limitations of the LISN as an indicator of global social support. 
The Telstra ESA data could not identify repeated calls. Thus, the call totals used to create 
the LISN rates could have included numerous repeat calls. For example, the Clunes ESA, 
in the Grampians Region of Victoria, was shown to have the highest LISN rates in both 
2002 and 2004. If the LISN were to be used as an indicator of relative global social 
support then it would suggest that the Clunes area had the lowest level of this construct in 
the study area. However, it may have been the case that the high call rate shown by the 
LISN rates for the Clunes ESA was the result of one particularly needy caller using the 
service with great frequency. Thus, the LISN score would indicate an individual’s need, 
which may not be indicative of the community’s need or the global level of social support 
available there. In a sociological manner, this work argued that individual action can 
reflect something about the society of which the person was a member. However, in the 
case of repeat callers the picture that is reflected may be distorted. Therefore, using the 
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LISN as a measure of relative global social support may not be justified at present. This 
situation may be remedied and is addressed in the recommendation section of this 
chapter. However, using call rates as a global measure of social support would still seem 
to have limitations.   
 
The claim that the LISN measures the global social support of an area was based on a 
premise that the call to the service was from a socially isolated caller. However, 
Australian males are more socially isolated than females, at least in the age grouping 25-
44 years (Flood, 2005). Indeed, Flood states “men tend to be lonelier than women from 
early adulthood” (p. vii). Therefore, if the LISN was an accurate indicator of the need for 
social support, loneliness, or social isolation, then males should be using the service more 
than females, if the other potential elements associated with use in the MGTCRU are 
disregarded. Thus, the LISN should not claim to be an indicator of the area’s global social 
support, loneliness, or social isolation per se. Rather, the LISN should be seen as an 
indicator of the expressed need for social support from the Lifeline telephone counselling 
service, which in turn may indicate areas where social support seems to be inadequate or 
more specifically, where social isolation may be occurring. As outlined in the previous 
section, it cannot be assumed that everyone who needs support, irrespective of their level 
of need, will contact a generalist telephone counselling service such as that provided by 
Lifeline. Thus, to claim that the LISN indicates the global availability of social support in 
an area could be misleading as its rates may not be representative of the overall 
population’s support resources.  
 
The LISN indicator may be a rather limited global measure of social support, as it would 
not tell us about the relative state of social support in areas, for example, which areas 
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have the greatest levels social support. While the LISN can show areas where high use of 
the service occurs and rank these areas by call rates, there are many areas where no calls 
occur. Thus, if the LISN were used to rank all areas in question many would receive the 
same ranking. However, if another established reliable and valid indicator of global social 
support was used, it might then be expected that rankings would become apparent. 
Therefore, the LISN would not seem to be a particularly valid nor sensitive instrument for 
the measurement of the relative availability of global social support between areas. 
Rather, it is probably better suited to showing the levels of global support available in a 
more categorical way; for example high, medium, and low.        
   
A further limitation of the LISN would be that it can only claim to be an indicator of the 
adult population’s need for the service. Few young people were found to access the 
service and, therefore, while it might be used to identify adult need for the service it 
would not seem to capture children’s and adolescents’ need. Thus, if the LISN were 
offered as a measure of the global social support of an area, or as an indicator of an area’s 
expressed need for the service it would need to be made clear that this relates to adults. 
However, the derivation of a call rate indicator from data from a specific service catering 
to children and adolescents appears feasible. For example, call rates to the Kids Help Line 
in Australia could help to fill the gap. The Kids Help Line is Australia’s only free, 
confidential, and anonymous, 24-hour telephone counselling service. It caters specifically 
to those aged between five and 18 (Kids Help Line, n.d.). It would be interesting and 
informative as to the nature of call rate indicators to see if a positive relationship was 
apparent between the LISN rates and a call rate indicator from a service such as Kids 
Help Line. 
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A further issue with using the LISN rates as an indicator of global social support is the 
potentially confounding role of community distress. It was posited by the MGTCRU that 
the caller accesses the support of generalist telephone counselling to help reduce their 
psychological distress. The stress theory of calls was shown by this thesis to be supported 
by a number of studies and evidence from the examination of the CSMIS data. For 
example, a surge in calls around the time of the war in Iraq, Bali bombings, and Canberra 
fire storm (Lifeline Australia Inc, 2003) suggest that call rates can be affected by stressful 
community, national, or world events. Therefore, the LISN rates could be showing the 
effect of external events, which could have little to do with the levels of social support 
that are available to the caller at other times. Moreover, advertising of these services has 
been shown to increase use (King et al., 1974). Therefore, analyses of changes in an 
area’s LISN score over time or relative to another area’s call rate must adjust for 
confounding factors such as stressful local events and promotion of the service as being 
responsible for any difference. This would also apply to changes across time regarding 
specific issues and caller characteristics.  
 
While acknowledging these limitations of the current LISN, there was evidence that the 
indicator has desirable properties that would make it a valuable addition to the current 
stock of social indicators. It is clearly a rapid, reliable, objective, and potentially national 
indicator that can be compiled for little cost from existing data. It also can be constructed 
for small areas. These features would clearly make the indicator a good prospect for 
large-scale investigations. The LISN showed an association with other health related 
social indices such as the SEIFA index of disadvantage and completed suicide rates. A 
limitation of the analysis of the LISN was that the researcher could not find any studies of 
relative social support or community studies in the area to correlate with the LISN. This 
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approach would have offered better evidence of convergent validity for the LISN as an 
indicator of global social support. It had been planned to do a case study of an area shown 
by the LISN as having a high score and another with a low score. However, this was not 
possible within the timeframe for this thesis. If the indicator could show high levels of 
correlation with alternative measures of global social support then it might be advocated 
as a measure of global social support offering an alternative to survey based measures. 
Such an indicator could contribute to a better understanding of social support across 
Australia.  
 
Irrespective of whether the LISN can be shown to have a level of validity that would 
enable it to be advocated as a measure of global social support, it seems it identifies an 
area’s expressed need for the support of the service, which in turn may be indicating areas 
where social isolation or exclusion is occurring and community strength may be poor. 
Such an indicator could be valuable to the service to direct its promotion to areas that are 
not using the service. Further, it could help to direct out-reach services and interventions 
to areas that show high need. This approach would be even more justified with 
confirmation of the need from other indicators. Lester (2002) claims that an objective of a 
telephone counselling service might be to show that its calls are coming from the 
“appropriate areas of the community” (p. 291). The LISN call rates showed a significant 
statistical association with socio-economic disadvantage and suicide rates. Thus, it would 
seem that the service is utilized by populations where socio-economic disadvantage and 
suicides occur. Moreover, it was clear from the CSMIS analysis that the service was used 
by those experiencing, or in danger of, social isolation. Therefore, the calls to the service 
would seem to be coming from appropriate communities and individuals with a legitimate 
need for the service.          
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The current LISN appears to have attributes of value to researchers and suited to the 
development of indicators of community strength. A strong community is one that has 
self-reliance, social responsibility, and enhances wellbeing as much as possible from its 
own resources (Black & Hughes, 2001). Thus, the seeking of external and more formal 
support from a generalist telephone counselling service may indicate areas where 
community strength is lacking and social isolation is occurring. The LISN would be even 
more attractive for this type of indicator if its limitations could be addressed and further 
validation conducted. The measurement of social support needs to be tailored to specific 
research aims and context (Cohen et al., 2000), and support measures are often not 
interchangeable and must be chosen carefully (Lakey & Cohen, 2000). The LISN offers 
an indicator of the need for social support that contributes to the present pool of measures 
that could be used for research in these areas. The following section provides 
recommendations to address some of the major limitations identified with the LISN and 
CSMIS.  
           
9.3 Recommendations for Generalist Telephone Counselling Data 
Collection 
It appears that generalist telephone counselling services, such as Lifeline, can provide 
data that would be useful for social indicators or indices. However, a number of 
limitations with using data from generalist telephone counselling for social indicators 
have been identified by this thesis. This section details ways that a number of the more 
critical limitations might be addressed. 
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9.3.1 Identification of repeat callers. 
The inability to accurately identify repeat callers has been shown in this thesis to be a 
particularly significant limitation of the call data available from Lifeline and potentially 
other generalist telephone counselling services. This thesis estimated that more than 90 
percent of calls to the Lifeline service could be from repeat callers. Thus, repeat calls 
seem to make up a large proportion of all calls to the service and have great potential to 
confound various analyses. The anonymous and confidential nature of these services 
places serious limitations on identifying repeat calls. Identifying repeat calls from the call 
totals received from an area would enable personal need for the service to be separated 
out from community need for the service, which would benefit a call rate indicator such 
as the LISN. Identifying repeat calls in the CSMIS would make this data source more 
reliable for comparative studies, descriptive studies, and social indicators in general. 
Technology may offer an answer to the repeat caller dilemma. 
 
Telephone technology now enables the incoming call’s phone number to be identified 
(Telstra, n.d.). However, confidentiality and other issues of concern would need to be 
addressed before using such a system to identify incoming call numbers to telephone 
counsellors on duty. For example, a particularly troubled and difficult to manage client 
could be identified from their phone number. In turn, the telephone counsellors could 
learn this number and then refrain from answering it. Further, by knowing the phone 
number the caller’s identity and anonymity could be compromised. Yet, it would seem 
possible that this ‘calling number display’ facility (Telstra) could be used in conjunction 
with a CSMIS type computerised system to identify calls from the same number and 
automatically tag the call in the data system as a repeat call. The system would need to be 
able to identify repeat calls in any data set required, for example a data set of calls over a 
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four or six month period. If this could be achieved, repeat calls could easily and 
accurately be excluded from analyses where they may confound the results. A problem 
with this system would be where the caller used a different phone to call, or conversely 
where a different caller used the same number to call. A further problem with this system 
would be for those callers with ‘call blocking’ and ‘line blocking’ (Telstra), which stops a 
caller’s number from being available to the receiver of the call. However, these cases may 
be a relatively rare occurrence and the proposed system would offer far greater accuracy 
than the present system of identifying repeat calls. Linking the telephony system used by 
a generalist provider to their computerised call data system would have other potential 
benefits, such as automated identification of calls telephone exchange of origin.            
 
9.3.2 Small-area geographic location of calls.  
 
It was deemed important that data for social indicators be available at the small-area level. 
However, as had been anticipated, a relatively small number of calls had a postcode 
assigned to them in CSMIS. Only 28 percent of the total calls in the CSMIS data set 
examined included a caller postcode and many of these were logged as originating for the 
same location as the centre. This had been expected due to inherent difficulties in 
identifying an anonymous caller’s place of residence without wishing to ask for it. It was 
posited in Chapter 3 that even if this information were provided it would need to be 
viewed as less than reliable information. Asking each caller for such personal details 
could seriously reduce access to the service and disrupt the counselling process. Callers 
may be suspicious about giving personal information such as their geographic location to 
telephone counsellors and may avoid using the service in future if this is done. It must be 
remembered that the average caller is experiencing social isolation and that the service 
can be viewed as a last resort. The unparalleled access this service provides is its greatest 
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asset. Any reduction in access to the service that was due to gathering call data would 
need to be convincingly justified as it could have tragic consequences. An alternative to 
asking each client for this information would be to have this data logged automatically by 
the call data collection system. 
 
A computerised call data management system such as the CSMIS might be linked into the 
telephony system, as suggested in the previous sub-section. If this were the case it could 
take an incoming call’s phone number and identify from this the local exchange of origin. 
The system could then automatically enter the code of the exchange in the call data 
system ready to be augmented by the other data the telephone counsellor is requested to 
enter for the call (e.g. gender, estimated age, issue, etc.). Alternatively, the exchange code 
could be displayed so that the telephone counsellor could note it and then enter it when 
they are ready to enter their call data into the management system. In either case the result 
would be the accurate identification of the small area from where the call originated.  
 
A major benefit of this approach would be that the majority of call data entered in a 
management system such as CSMIS would be accurately spatially referenced to a small 
area. This would improve the utility and accuracy of the call data and offer an added 
dimension to a call rate indicator such as the LISN. The call rate indicator would not only 
be able to tell how many calls came from an area, but also, for example, what issues the 
calls were about. This would clearly make an indicator such as the LISN a more versatile 
tool for social research. For example, it would provide a useful instrument for 
investigation of geographical variation in an expressed need for support of those with 
various mental health disorders. It could perhaps offer an alternative or supplement to the 
IRSED for rates of perceived need for services in non-metropolitan areas. The IRSED 
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was suggested in Chapter 2 as a rather blunt instrument for this type of use (Meadows, 
Burgess et al., 2002). This claim may apply equally to other indices of socio-economic 
status. Having a specific issue attached to each LISN case would also do away with the 
need to infer that the caller was seeking social support and allow the specific type of 
stressor (issue) to be identified. This improvement would have other applications. 
 
If the repeat caller identification system was implemented repeat callers from an area 
could be identified. This would then enable a call rate indicator to exclude repeat cases. 
At present a centre might take two percent of its calls about sexual abuse issues. 
However, if all of these cases were from the same caller it would mean something 
different if these calls were all from different callers. At present there is no way to tell if 
this is the case. Similarly if one wanted to look at small-area use of the service they would 
want to know if the calls about sexual abuse or any other issue were the product of a 
single caller or if the issue were more widely spread in the community. Excluding repeat 
cases would be important if the LISN were to be used as an indicator of community 
strength, by showing the proportion of individual cases in the population who could not 
find the support they required in their community or social network.                
 
9.3.3 Standardised data entry. 
 
A further way to address limitations of the data collected by generalist telephone 
counselling services such as Lifeline would be to standardise the data collection 
procedures in all centres. The problem of subjective entry into the CSMIS is also 
compounded by the fact that standardised training on the use and data entry procedures 
for the CSMIS, at present, are not part of the Lifeline training program for its new 
counsellors. Further, the volunteer counsellors of the service may see data gathering as 
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unnecessary or as an impediment to their efforts in counselling callers (Apsler & Hoople, 
1976). Therefore, personal perspectives and a lack of training could also weaken the 
reliability of data entered into the CSMIS, such as call issue or mental health information. 
 
Another generalist counselling service operating in Israel (ERAN) (Lazar & Erera, 1998) 
instructs volunteers in how to code the calls as part of their standard six-month training 
program. This training addresses the meaning of the categories that are coded (Lazar & 
Erera). Such tuition during Lifeline’s training of its volunteers could assist to reduce the 
subjectiveness of data entry into the CSMIS for important mandatory variable such as call 
issues and also the non-mandatory variables. This could, in turn, improve the reliability of 
data entry into the CSMIS and, thus, its utility for use as indicators into the future.  
 
The issue variable would seem to be a very valuable social indicator. However, this 
variable was identified as have overlapping categories and a vast array of possible 
categories into which a call could be placed. Reducing the number of possible issue 
groupings, particularly in the level two groupings, and testing the reliability of data entry 
by telephone counsellors for the issue variable would seem to be warranted if this variable 
were to be used for social indicators. If the issue variable cannot be rendered reliable by 
this process and standardised training in data entry, then it may be unwise to rely on the 
data it produces as a meaningful indicator of caller need or stressor. These steps would 
also make it easier to compare call data taken by the Lifeline service with call data from 
other services.  
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9.4 Implications for Lifeline’s Role in the Community: Social Support or 
Emergency Suicide Intervention? 
The results of this doctoral thesis indicate that Lifeline Australia’s telephone counselling 
service appears to be a generalist telephone counselling service with a primary role in 
providing social support to socially isolated callers. This finding has important 
implications for this service and perhaps other generalist providers. The most important 
implication would seem to be whether a generalist counselling and referral service, such 
as Lifeline, can also fufill its vital role in emergency suicide intervention. This section 
looks at the problems that the Lifeline service, or any similar service, faces when trying 
to be both a generalist telephone counselling and an emergency suicide line. 
 
9.4.1 Over-demand for the service. 
 
There can be a perception in the community that Lifeline is a suicide line (Watson & 
McDonald, 2004). However, our results and the literature on the topic suggest such cases 
only make up relatively small proportion of all calls to generalist telephone counselling 
lines. This thesis has argued that the service generally provides social support to its 
callers. It was proposed that calls for support range on a continuum of urgency. At the 
less urgent end of the continuum are calls for a simple chat to relieve caller loneliness. At 
the other end of the continuum are the urgent emergency suicide calls. While the data 
indicates that it is at the less urgent end of the continuum that the large majority of calls 
are located, the relatively small number of calls at the other end of the continuum could 
be argued to be the most important. Certainly they are the most urgent in regard to the 
need for intervention before the caller faces a potentially fatal short-term outcome.       
 
 322
Lifeline Australia’s volunteer counsellors are recruited and trained at a rate that is 
generally matching the rate at which counsellors leave the service. Kinzel and Nanson 
(2000) and others (Lester, 2002; Rosenfield, 1997) report this problem is not one confined 
to the Lifeline service. Lester (2002) claims that counsellors can find the work stress 
levels high and as a result experience burnout that may lead them to quit working for the 
service. This situation probably contributes to Lifeline’s call-response capacity, which at 
present cannot meet demand. In 2003-2004 Lifeline answered only 26 percent of its calls 
nationally (Lifeline Australia Inc., 2004c). Analysis of Lifeline Ballarat’s monthly call 
data suggests around 40% of total calls are not answered. Thus, it would be expected that 
some of the more urgent calls would have gone unanswered. This outcome could have 
had tragic consequences, as the service can be perceived as a ‘last resort’ by potential 
callers (Watson & McDonald, 2004). 
 
The Lifeline service recognises the problem with its call response capacity and is 
presently trying to address this situation with its Greater Access Program (GAP) (Lifeline 
Australia Inc., 2004d). An aim of this program is to increase the call answer rate of the 
service by allowing calls to be shared between Lifeline centres. However, it remains to be 
seen to what extent this program can reduce the over-demand experienced by this service. 
It is clear that over-demand could have tragic consequences. An alternative or additional 
way to address this situation would be to introduce a national suicide line that could deal 
exclusively with urgent suicide calls. This approach would allow the Lifeline service to 
focus on what seems to be its primary role, to provide social support (see Watson, 
McDonald & Pearce 2005). This approach could also have an added benefit to the 
service. Life-threatening calls are consistently the most stressful type of calls telephone 
counsellors have to deal with (Lester, 1981; Rosenfield, 1997). Thus, by reducing this 
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type of stressful call to the service, drop out rates might be reduced. Therefore, the service 
would have more telephone counsellors to increase their call-response capacity. It may be 
that expecting volunteer counsellors to deal with traumatic life-threatening situations is 
simply too much to ask. While volunteer non-professionals may be sufficient to 
successfully operate generalist telephone counselling services, such as Lifeline, Lester 
advocates the use of full-time, well paid, and highly trained paraprofessionals to operate 
suicide lines. The social support role of the Lifeline service would seem to be very 
important and its contribution to the community and health should not be underestimated. 
Therefore, Lifeline may need to identify its primary function and direct its efforts towards 
that end, as trying to be both a suicide line and a generalist telephone counselling and 
referral line seems incompatible.  
 
It might be argued that for too long generalist telephone counselling and referral services 
have been inappropriately mixed with other types of telephone counselling services, as if 
they were interchangeable. This project has provided a theoretical base, the MGTCRU, to 
understand generalist telephone counselling and referral use. The project has clearly 
defined and delimited this type of service, provided a comprehensive literature review of 
the field, and explored call data. It is hoped that generalist telephone counselling and 
referral can now be recognised as a unique and discrete entity within the broader field of 
telephone counselling.                  
 
9.4.2. Generalist telephone counselling as a social support. 
The general social support role of the Lifeline service is no doubt an important one with 
possibly unidentified and perhaps covert outcomes. The outcomes of generalist telephone 
counselling and referral services such as Lifeline supporting socially isolated callers who 
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may be at increased risk of illness, both psychological and physical, and premature death 
(see Bunker et al., 2003; House et al., 2003,) is at present unclear. A review of telephone 
counselling information and referral services (Community Services Victoria & Health 
Department Victoria, 1988) found that telephone counselling can avert the need for 
further professional assistance (also see Carver, 1995; Evans, Morgan & Hayward, 2000). 
This may suggests these services have a role to play in reducing the strain on other health 
care providers. Further research in this area would be valuable to support arguments for 
continued funding.  
 
Poor social support has been shown to be strongly associated with thoughts of life not 
being worth living (Thomas et al., 2002). It has also been demonstrated that telephone 
counselling can alleviate psychological distress (Carver, 1995; Ko & Lim, 1996). Dealing 
with caller stress and social isolation before it reaches critical levels may avert potential 
emergency situations from occurring. In Chapter 2 it was suggested that social support 
can buffer the effects of partner violence on the victim’s mental health, suicide attempts, 
and physical health (Coker et al., 2002). It would seem that the support of the Lifeline 
service has the potential to act on both the direct and indirect routes to somatic illness, as 
detailed in Chapter 2. By providing social support and reducing stress these services may 
assist in preventing later associated illness such as CHD. Self harm and destructive 
behaviours may be avoided by telephone counsellors reducing stress and assisting with 
caller problem solving. The benefits that may accrue to the community and clients by 
having a service such as Lifeline providing general social support should not be 
underestimated and seem to warrant further empirical research. 
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9.5 Contributions to Knowledge 
This thesis makes a number of important contributions to knowledge: 
1) The Model of Generalist Telephone Counselling and Referral Use (MGTCRU) created 
by this thesis is a contribution to new knowledge. There was no model of generalist 
telephone counselling available in the literature and the MGTCRU begins to address this 
issue. While the model still needs to be further validated, it offers researchers and those in 
the field a general framework to understand and predict who in the community might use 
the service. Further, due to the need to justify their funding, Lester (2002) claims that 
telephone counselling services “must …clearly formulate and state their goals, and must 
explore whether they have met these goals” (p. 29). This thesis and the MGTCRU in 
particular provide a theoretical framework to assist generalist telephone counselling and 
referral services to formulate and state their goals.  
 
2) The comprehensive description of the National CSMIS data presented in this thesis is a 
further contribution to knowledge in the field. While Lifeline Australia does release 
selected findings from this data source, this is the first time such a comprehensive 
description and analysis of its call statistics has been offered to the public. Further, 
Lifeline Australia tends to release findings from CSMIS without a description of how the 
result was achieved. Moreover, there is little recognition of potential limitations to the 
data that may have confounded the reported results. It has been argued, and examples 
have given throughout this thesis, that it may be unwise to accept results from CISMIS 
data at face value. This thesis has gone to considerable effort to understand and detail the 
possible extraneous variables that could confound the results and statistics presented. The 
CSMIS call statistics provided in this thesis could be used by researchers in the field for 
comparative studies with other services. The call statistics provided in this thesis could 
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also be used as supporting evidence for claims, comparative studies of Lifeline 
Australia’s call data over time, or to inform interested groups. 
 
3)  The major contribution to new knowledge by this thesis is the understanding it 
provides of the potential for generalist telephone counselling and referral services data to 
be used for social indicators. While the thesis has focused on the Lifeline service and its 
data, the information and recommendations would equally apply to any similar service. 
Indeed, any generalist telephone counselling service that can accurately spatially 
reference calls to small areas, has standardised data entry, the ability to identify repeat 
calls, and relevant issue information would be in a prime position to create a potentially 
important and versatile social indicators for small or large-scale studies. This thesis has 
developed a proposal that generalist telephone counselling and referral call data can be 
used for social indicators and demonstrated that while there are clearly practical 
limitations, it is feasible. 
 
While it is clear that the LISN, in its present form, has limitations and still needs further 
validation, it has shown properties that make it a potentially useful social indicator. This 
new social indicator, which can be further explored with the assistance of accompanying 
CD-Rom, is clearly an important contribution to knowledge and the present stock of 
social indicators of community strength. For example it could be used on its own or in 
conjunction with other social indices. A better understanding of social support in 
metropolitan, rural, and remote Australia offers an opportunity for greater insight into the 
aetiology of geographic health differentials. The relative extent of social supports in these 
areas and their relationship to health outcomes are poorly understood. However, a tool 
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such as the LISN could contribute considerably to this area of research and also assist 
evidence-based approaches to health care provision. 
     
4)  A further contribution to new knowledge was to present for the first time evidence that 
suggests more remote and less accessible areas use the service with less frequency than 
those in less remote and more accessible areas. This new finding has implications for the 
health and wellbeing of rural and remote populations. Promotion of the service in non-
metropolitan areas could increase its use and potentially have an impact on social 
isolation and suicide rates in these populations. 
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10 
 
 
Conclusion  
 
 
 
10.0 Using Generalist Telephone Counselling Call for Social Indicators  
 
This project aimed to investigate the thesis that a generalist telephone counselling service 
could provide information for social indicators. It is clear from the results that generalist 
telephone counselling services call data are a potential source of social indicators. 
Generalist telephone counselling services call data appeared to be a rich source of social 
information with attributes that could make it a practical source of information for social 
indictors. However, limitations in the data set examined were apparent and a number of 
recommendations were proposed to address major issues with using this data for social 
indicators. Despite the limitations of the data, the project was able to produce what 
appears to be a practical and useful indicator of expressed need.  
 
This thesis identified the need for alternative sources of social indicators to be explored, 
particularly health related indicators. It was found that generalist telephone counselling 
services were responsive and highly accessible community services with an important 
role in community health and welfare provision, particularly in the area of social support 
and mental health. The data from such services not only seemed to offer a source of social 
information for social indicators, but had been documented as such by various sources. 
This data source has potential value for social indicators because of: the wide range of 
data that a can be collected about calls by a generalist service such as Lifeline, the 
feasibility for this information to produce rapid and cost effective indicators, the national 
coverage of the data, ability to identify health issues at a primary level, and it’s 
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availability to replace or supplement survey data. However, the Lifeline CSMIS data 
examined was found to have limitations that need to be addressed.            
 
It was stated in Chapter 3 that there were inherent difficulties in evaluating the efficacy of 
generalist telephone counselling and referral services (Littlefield & Koff, 1986), such as 
confidentiality and the anonymous nature of these services. This thesis found, for many of 
the same reasons, that there are also inherent difficulties in using data from these services 
as objective indicators. An important consideration in choosing or using an indicator is 
that the indicator be objective. However, the data collected in CSMIS and potentially any 
call data management system used by these services was shown generally to be of a more 
subjective kind. While these services continue to offer anonymous counselling to their 
callers, this situation and the potentially unreliable call data it creates will remain. It must 
be remembered, however, that a part of what makes these services so unique and valuable 
in the community is that they have unrivalled access. Any move to remove the anonymity 
aspect of generalist telephone counselling could seriously jeopardise its current levels of 
accessibility. Even if the services were to ask for call data from each caller the data set 
would then suffer from potential sources of bias in the same manner that a survey 
approach can. However, ways to address some of these limitations were apparent, so that 
the data might more readily be used for social indicators. 
 
The following list presents the major recommendations for improving the reliability and 
utility of call data compiled by generalist telephone counselling services such as Lifeline:   
1) Automated identification of each call’s telephone exchange of origin. 
2) Automated identification of calls with telephone numbers that have already been 
included in the data set. 
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3) Standardised training of telephone counsellors across the service on how to code 
call information, which addresses the meaning of the categories that are coded. 
 
The LISN call rate indicator produced in this thesis might be described as a fairly crude 
indicator of the need for support from the Lifeline telephone counselling and referral 
service. However, it did have properties that suggest it could be a useful social indicator, 
particularly in the area of community strength. If a service such as Lifeline could 
implement the recommendations advanced by this thesis, then this type of indicator could 
be improved by reducing the bias introduced by repeat callers. Thus, it would be argued 
that the LISN indicates an area’s expressed need for support, rather than an individual’s 
need for support. Further, if a telephone exchange code were attached to each call 
recorded it would enable not only the need of support from an area to assessed, but also 
the specific issues of concern in the area. This would remove the need to identify the 
construct the volume of calls from an area indicated, which was unable to be clearly 
revealed by this thesis. Standardisation of data entry would contribute to better reliability 
of call data variables, such as call issue. A call rate indicator with such attributes would 
be an innovative and valuable contribution to the present pool of social indicators.  
 
The changes suggested here to improve the reliability of data gathered by Lifeline for 
social indicators, particularly the LISN, are minimal. However, it is acknowledged that 
Lifeline Australia Inc. faces logistical and organisational challenges in implementing even 
these small changes. Most importantly Lifeline Australia will need to gain agreement 
from its member centres and support from the telephone counsellors for these changes to 
occur. The changes suggested here have been crafted with this knowledge in mind. It is 
hoped that the suggested changes will be embraced by these stake holders as a viable 
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alternative to more intrusive call data collection practices that could impact on the 
counselling relationship and potentially reduce accessibility to this vital service.      
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Appendix B 
 
Listings of all possible sources of Lifeline data, listing of all CSMIS variable 
and examples of each CSMIS screen   
 
 
All possible data sources that may be available from Lifeline 
 
• Lifeline staffing data 
• Client Services Management System (CSMIS) database  
• Telstra Analyser CD-Rom 
• Telephone counsellor’s (T/C) written reports for individual calls 
• Call Log Book   
• Diary/communication book 
 
Client Services Management System (CSMIS) database 
 
‘CSMIS’ stands for Client Services Management Information System. It is a 
comprehensive case management facility designed to deliver the data required for informed 
decision-making by all the people and organizations involved in the delivery of welfare services. 
Human Services Computing developed CSMIS with the assistance of Lifeline Brisbane 
(Cameron, 2001). CSMIS was introduced from the first call January 1, 2002 at the Ballarat Call 
centre. 
    
List of possible raw data available from the CSMIS:  
 
A/ Operator (T/C) code used to sign on to system, which identifies individual users of system  
 
B/ Six ‘compulsory fields’ are available in CSMIS, and each of these fields must have something 
in them before the operator can save, exit, or enter the record (Cameron, 2001). Hang up calls are 
an exception, and by clicking the ‘hang up call’ button all default fields are entered for the 
operator. Other compulsory fields and specific fields may be added by any centre to the system, or 
to all centres (e.g. a recent addition has been “Iraq conflict”) 
   
The six compulsory fields are as follow: 
 
1/ Date (entered by default when opening a new record)  
2/ Start Time (entered by default when opening a new record)   
3/ At least one LLA (Lifeline Australia) Set Issue (general): 
 
a. Adjustment and loss 
b. Family Challenges 
c. Behaviour Problems 
d. Health Problems (caller) 
e. Health & Disability 
f. Abuse & Violence 
g. Life Direction 
h. Self & Society 
i. Community Crisis 
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4/ Gender 
5/ Age (either exact or estimate) 
6/ Relationship Status: divorced; married; partnered; separated; single; widowed; and unknown.  
Note: Caller Focus: family member; friend; professional helping role; self and other are also 
compulsory for the Ballarat CSMIS. Postcode of caller is a further compulsory entry at the 
Ballarat centre. 
 
B/ Many other non-compulsory fields are also available to be filled in at T/C’s (telephone 
counsellor) discretion.  
 
1/second LLA issue boxes (specific): 
 
Adjustment and Loss- death, hospital, illness or disability, migration or relocation, another 
persons suicide or attempt, post personal suicide attempt, relationship breakdown, retirement, role 
change, separation/divorce, work change, miscarriage, other. 
 
Family Challenge- blended family, caring for own parents, residency/contact (custody), extended 
family/relative, marriage or partner, parenting, pregnancy/fertility, other. 
 
Behaviour Problems (in caller)- anger, financial, gambling, own abusive behaviour, own sexual 
compulsion, problem drinking, smoking issues, drug issues, other 
 
Health and Disability – intellectual disability, mental health issue, personal injury, physical 
disability, physical illness, stress/trauma reaction, carer support, termination of pregnancy, other. 
 
Abuse and Violence (victim of)- bullying, child abuse, crime (witness/victim), family violence, 
harassment, sexual assault/abuse, war trauma, other. 
 
Practical help – accommodation, financial assistance, home help, legal aid, material aid, 
meals/shopping, respite care, transport services, other. 
 
Life Direction (purpose)- finding direction, personal growth, personal vocation, search for 
meaning, spiritual journey, study decisions, concerns, other. 
 
Self and Society – Belonging/inclusion, discrimination, identity, loneliness, relationships, self 
confidence/esteem, social justice, stigma, gender identity, sexuality, other 
 
Community Crisis – natural disaster, economic crisis, regional crisis, community violence, 
terrorism, other, (new addition has be “Iraq conflict”) 
   
2/support system tick boxes (as many appropriate may be ticked): 
a. Family, friends 
b. Counsellor 
c. Psychologist 
d. Social worker 
e. Support group 
f. Min/church 
g. GP 
h. Psychiatrist 
i. No significant support 
j. Other 
  
3/ T/C comments screen 
4/ called Lifeline before: how often? & how long? 
5/ referrals 
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6/ suburb postcode 
7/ SRO button  
8/ Caller Focus: 
 
a. Family member 
b. Friend 
c. Professional helping role 
d. Self 
e. Other 
 
C/ If the call deals with suicide and/or mental health in any way entries can be made in two 
screens. 
 
1/ suicide info section/screen  
2/ mental health information section/screen 
 
Suicide Screen 
 
The suicide information section/screens may be used for any of the following types of calls and 
each has a box that when clicked will bring up the selected screen for input as follows (Cameron, 
2001): 
 
Options: 
 
A- Caller’s own suicidality Screen 
 
1. The caller acknowledged personal suicide thoughts, plans or behaviours. 
2. Thoughts that have be present 
3. Access to means 
4. Suicide plan 
5. Prior suicidal behaviour 
6. Most Recent 
7. Latest type of suicide behaviour 
8. Suicide risk 
 
B- Bereavement following a suicide Screen 
 
1. The caller was bereaved or impacted by another person’s suicide. 
2. Did caller have own suicidal thoughts  
3. Caller was morning death of  
4. Suicide occurred  
 
C- Bereavement following a suicide 
 
1. the caller was concerned about a third party at risk or third party was impacted by another 
person’s suicide behaviour 
2. 3rd Party possibly at risk 
 
 
Mental Health Screen 
Before data can be entered into the mental health screen a warning appears that must be attended 
to. The message reads; Use screen to identify callers who may benefit from MH (mental health) 
referral or record what professional help callers already receive. It is not your role to identify 
mental disorders.   
 
 370
 
After clicking on the OK button on the above message the Options in the screen are: 
 
1.Caller has mental health issue- 
2. Caller is career- 
a. Has caller experienced any of the following on most days of at least 2 weeks- anxiety, 
depression, drinking or drug problems, eating problems, mood swings, reaction to traumatic 
incident, other mental health problem (tick any). 
b. What TC did (tick any that apply)- assessed suicide risk, explored coping strategies, provided 
emotional support, other referrals as per Lifeline screen, referral to LL MH line 1300-131114. 
c. Indicated they were receiving treatment/counselling for- manic depression, depression, 
dementia, eating disorders, substance abuse, general anxiety disorder, panic attack, post traumatic 
stress disorder, personality disorder, schizophrenia, other mental health. 
d. Under care- currently, in the past, on medication, has been hospitalised. 
e. Called at suggestion of, concerned about - 3rd party gender, 3rd party age. 
 
Telstra Analyser database 
 
Telstra Australia have suppled a CD-Rom of Excel spreadsheets (up to 15 sheets) for call centres 
each six months. The CDs may hold call information such as: 
 
1. Local exchange  
2. Major exchange 
3. Caller number with last three digits removed 
4. Call length of each call 
5. Average call length 
6. Multiple callers 
7. Unsuccessful callers 
8. Average number of calls made before reaching counsellor 
9. Re-routed calls from other centres  
10. Summary  
 
Telephone counsellor’s (T/C) written reports for individual calls  
 
These reports can be rich in personal caller information and are only kept for short periods of 
time, approximately six months. No access to this data source was available for this study. 
 
Call Log Book 
No access was available to this data source, it contains:. 
1. Day, date and year of entry 
2. Time 
3. T/C number 
4. T/C comments 
 
Diary/communication book 
No access to this data source was available, it contains: 
 
1. SRO (supervising referral officer) on call 
2. Callers on one call a day are often logged here after making a call  
3. Hang up calls are often logged here 
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4. Information to T/Cs   
 
 
 
The CSMIS Lifeline Data Entry Screen 
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The CSMIS Mental Health Screen 
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The CSMIS Suicide Screen 
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Appendix C 
A full listing of variables employed by each final SEIFA 
 
 
Index of Advantage/Disadvantage 
 
% Persons aged 15 years and over with degree or higher (0.24) 
% Couple families with dependent child(ren) only with annual income greater than $77,999 (0.24) 
% Couple families with no children with annual income greater than $77,999 (0.23) 
% Employed Males classified as 'Professionals' (0.23) 
% Persons aged 15 years or over having an advanced diploma or diploma qualification (0.21) 
% Employed Females classified as 'Professionals' (0.21) 
% Single person households with annual income greater than $36,399 (0.20) 
% Persons using Internet at home (0.19) 
% Couple families with dependents and non-dependents or with non-dependents only with annual income 
greater than $103,999 (0.18) 
% Single parent families with dependent child(ren) only with annual income greater than $36,399 (0.17) 
% Persons aged 15 years and over at university or other tertiary institution (0.15) 
% Employed Males classified as 'Associate Professionals' (0.14) 
% Single parent families with dependents and non-dependents or with non-dependents only with annual 
income greater than $62,399 (0.13) 
% Employed Females classified as 'Advanced Clerical & Service Workers' (0.10) 
% Dwellings with four or more bedrooms (0.08) 
% Single parent families with dependents and non-dependents or with non-dependents only with annual 
income less than $26,000 (-0.10) 
% Employed Females classified as 'Elementary Clerical, Sales & Service Workers' (-0.10) 
% Employed Males classified as 'Tradespersons' (-0.13) 
% Employed Females classified as 'Intermediate Production & Transport Workers' (-0.13) 
% One parent families with dependent offspring only (-0.13) 
% Couple families with dependents and non-dependents or with non-dependents only with annual income 
less than $52,000 (0.15) 
% Females (in labour force) unemployed (-0.16) 
% Males (in labour force) unemployed (-0.16) 
% Single person households with annual income less than $15,600 (-0.18) 
% Employed Males classified as 'Intermediate Production and Transport Workers' (-0.19) 
% Employed Males classified as 'Labourers & Related Workers' (-0.19) 
% Employed Females classified as 'Labourers & Related Workers' (-0.19) 
% Couple families with dependent child(ren) only with annual income less than $36,400 (-0.20) 
% Couple only families with annual income less than $20,800 (-0.20) 
% Persons aged 15 years and over with highest level of schooling completed being Year 11 or below (-0.24) 
% Persons aged 15 years and over with no qualifications (-0.25) 
 
Index of Economic Resources 
 
% Couple families with dependent child(ren) only with annual income greater than $77,999 (0.33) 
% Couple families with no children with annual income greater than $77,999 (0.32) 
% Single person households with annual income greater than $36,399 (0.30) 
% Households paying rent greater than $225 per week (0.30) 
% Households paying mortgage greater than $1,360 per month (0.29) 
% Couple families with dependents and non-dependents or with non-dependents only with annual income 
greater than $103,.999 (0.27) 
% Single parent families with dependent child (ren) only with annual income greater than $36,399 (0.24) 
% Single parent families with dependents and non-dependents or with non-dependents only with annual 
income greater than $62,399 (0.20) 
% Dwellings with four or more bedrooms (0.13) 
% Single parent families with dependents and non-dependents or with non-dependents only with annual 
income less than $26,000 (-0.16) 
% Households paying rent less than $88 per week (-0.19) 
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% Couple families with dependents and non-dependents or with non-dependents only with annual income 
less than $52,000 (-0.23) 
% Single person households with annual income less than $15,600 (-0.27) 
% Couple only families with annual income less than $20,800 (-0.28) 
% Couple families with dependent child(ren) only with annual income less than $36,400 (-0,28) 
 
Index of Education and Occupation 
 
% Persons aged 15 years and over with degree or higher (0.33) 
% Employed Males classified as 'Professionals' (0.31) 
% Employed Females classified as 'Professionals' (0.29) 
% Persons aged 15 years or over having an advanced diploma or diploma qualification (0.28) 
% Persons aged 15 years and over at university or other tertiary institution (0.21) 
% Employed Males classified as 'Associate Professionals' (0.18) 
% Employed Males classified as 'Advanced Clerical & Service Workers' (0.12) 
% Employed Females classified as 'Elementary Clerical, Sales & Service Workers' (-0.14) 
%Males (in labour force) unemployed (-0.17) 
% Females (in labour force) unemployed (-0.18) 
% Employed Females classified as 'Intermediate Production & Transport Workers' (-0.18) 
% Employed Males classified as 'Tradespersons' (-0.19) 
% Employed Males classified as 'Labourers & Related Workers' (-0.24) 
% Employed Females classified as 'Labourers & Related Workers' (-0.25) 
% Employed Males classified as 'Intermediate Production &Transport Workers' (-0.26) 
% Persons aged 15 years and over with highest level of schooling completed being Year 11 or below (-0.32) 
% Persons aged 15 years and over with no qualifications (-0.32) 
 
Index of Relative Socio-Economic Disadvantage 
 
% Persons aged 15 years and over with no qualifications (0.31) 
% Families with offspring having parental income less than $15,600 (0.29) 
% Females (in labour force) unemployed (0.27) 
%Males (in labour force) unemployed (0.27) 
% Employed Males classified as 'Labourer & Related Workers' (0.27) 
% Employed Females classified as 'Labourer & Related Workers' (0.27) 
% One parent families with dependent offspring only (0.25) 
% Persons aged 15 years and over who left school at or under 15 years of age (0.25) 
% Employed Males classified as 'Intermediate Production and Transport Workers' (0.24) 
% Families with income less than $15,600 (0.23) 
% Households renting (government authority) (0.22) 
% Persons aged 15 years and over separated or divorced (0.19) 
% Dwellings with no motor cars at dwelling (0.19) 
% Employed Females classified as 'Intermediate Production & Transport Workers' (0.19) 
% Persons aged 15 years and over who did not go to school (0.18) 
%Aboriginal or Torres Strait Islanders (0.18) 
% Lacking fluency in English (0.15) 
% Employed Females classified as 'Elementary Clerical, Sales & Service Workers' (0.13) 
% Occupied private dwellings with two or more families (0.13) 
% Employed Males classified as 'Tradespersons' (0.11) 
 
Note: Source Australian Bureau of Statistics (2001).  
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Appendix D 
Telstra data summary 
 
2002 Ballarat Telstra data call total, successful call total, party busy total, no 
answer, and unique phone number call total     
month         total calls      no answer          party busy        successful        unique # 
 
January 2,084 505 80 1,499 223 
February 2,060 440 166 1,454 212 
March 2,466 526 255 1,682 215 
April 2,357 466 237 1,654 233 
_________________________________________________________________ 
 
 
2004 Ballarat Telstra data call total, successful call total, party busy total, and no 
answer call total.  
 
month             total calls       no answer          party busy        successful        
 
January 1,648 235 206 1,206 
February 1,910 323 424 1,163 
March 885 885 336 973 
April 2,357 446 237 1,654 
_________________________________________________________ 
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Appendix E 
Listing of 51 Lifeline centres contributing to the 2003 CSMIS data set 
 
Lifeline Centre_      _______                            Lifeline Centre                                         .                      
Adelaide  Macarthur (Narellan) 
Albury/Wodonga  Mackay 
Ballarat  Manly/Warringah (Balgowlah) 
Bathurst  Maryborough 
Bendigo  Mid Coast (Port Macquarie) 
Brisbane  Newcastle (Hamilton) 
Broken Hill  North Queensland (Townsville) 
Bundaberg   North West (TAS)(Devonport) 
Burnie  Northern Rivers (Lismore) 
Caboolture  Orange 
Cairns  Penrith 
Canberra  Perth 
Central Coast (Wyoming)  Port Augusta  
Coffs Harbour  Port Pirie 
Darling Downs (Toowoomba)  Rockhampton 
Dubbo  South Coast (Wollongong) 
Geelong  South East (SA) (Mt Gambier) 
Gippsland (Morwell)  Sunshine Coast (Maroochydore) 
Gladstone  Sutherland 
Gold Coast (Broad Beach)  Sydney (Surry Hills) 
Grafton   Tamworth 
Hervey Bay  Warrnambool 
Hobart  Western Sydney (Parramatta) 
Hornsby/Ku-ring-gia (Gordon)  Whyalla 
Ipswich  Wonthaggi 
Lithgow   
 
 
 
 
 
 
 
 
 
 378
Appendix F 
List of Lifeline centres and call totals available in 2003 CSMIS data set 
 
Lifeline Centre                     Call Total             Lifeline Centre                             Call Total_
Adelaide 2,609  Macarthur (Narellan) 3,331
Albury/Wodonga 1,277  Mackay 689
Ballarat 2,347  Manly/Warringah (Balgowlah) 4,908
Bathurst 430  Maryborough 274
Bendigo 1,810  Mid Coast (Port Macquarie) 1,027
Brisbane 7,140  Newcastle (Hamilton) 3,648
Broken Hill 656  North Queensland (Townsville) 1,591
Bundaberg         1,638  North West (TAS)(Devonport) 604
Burnie 65  Northern Rivers (Lismore) 1,574
Caboolture 531  Orange 394
Cairns 1,903  Penrith 656
Canberra 4,531  Perth 2,980
Central Coast (Wyoming) 2,759  Port Augusta            517
Coffs Harbour 1,837  Port Pirie 507
Darling Downs (Toowoomba) 1,924  Rockhampton 587
Dubbo 83  South Coast (Wollongong) 2,997
Geelong 1,121  South East (SA) (Mt Gambier) 1,039
Gippsland (Morwell) 1,312  Sunshine Coast (Maroochydore) 1,259
Gladstone 419  Sutherland 2
Gold Coast (Broad Beach) 4,063  Sydney (Surry Hills) 5,433
Grafton  189  Tamworth 862
Hervey Bay 656  Warrnambool 944
Hobart 1,491  Western Sydney (Parramatta) 6,849
Hornsby/Ku-ring-gia (Gordon) 4,260  Whyalla 557
Ipswich 1,669  Wonthaggi 149
Lithgow 30  TOTAL 90,128
    . 
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Appendix G 
2002 and 2004 ESA call totals and percentage change between years 
 
ESA Name                                           2002         2004       % Change 
  
Alfredton       147 95 -35 
Ararat  48 27 -44 
Bacchus Marsh                         107 50 -53 
Ballan                                11 5 -55 
Ballarat                              1064 781 -27 
Bangerrang                            0 0 0 
Beaufort                              10 4 -60 
Berrambool                            0 0 0 
Beulah                                2 0 -100 
Blackwood                             3 3 0 
Brim                                  6 1 -83 
Brimpean                              0 0 0 
Broughton, Diapur & Boyeo             9 5 -44 
Buangor & Ballyrogan                  3 0 -100 
Bullarto                              1 0 -100 
Buninyong                             63 263 +76 
Burrumbeet                            0 0 0 
Byrnville                             0 0 0 
Calawadda                             0 2 +100 
Cape Clear                            4 1 -75 
Cardigan                              1 3 +66 
Carranballac & Stoneleigh             0 0 0 
Chatsworth                            0 0 0 
Clear Lake                            0 0 0 
Clunes                                302 250 -17 
Creswick                              242 69 -72 
Daylesford                            94 10 -89 
Dean & Newlyn                         5 2 -60 
Dimboola                              0 7 +100 
Dooden                                 0 1 +100 
Dunmunkle, Banyena, Boolite & 
Marnoo  0 2 +100 
Elaine                                5 2 -60 
Ellan                                 1 0 -100 
Elmhurst & Warrak                     0 1      +100 
Evansford                             0 0 0 
Gerang Gerung                         3 0 -100 
Glenisla                              0 0 0 
Glenlee                               0 0 0 
Glenlyon                              7 3 -57 
Glenorchy                             0 1 +100 
Gordon                                22 11 -50 
Goroke & Gymbowen                     0 0 0 
Grass Flat                            0 0 0 
Great Western                         1 0 -100 
Green Lake                            0 0 0 
Greens Creek                          0 0 0 
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ESA Name                                           2002         2004       % Change 
  
Haddon                                7 4 -43 
Halls Gap                             0 2 +100 
Homecroft, Areegra & Sheep Hills      1 1 0 
Horsham                               385 169 -49 
Jeparit                               0 1 +100 
Kalkee                                0 0 0 
Kaniva & Serviceton                   12 4 +67 
Katyil                                0 0 0 
Laharum & Laharum North               4 4 0 
Lake Bolac                            3 1 -67 
Landsborough & Crowlands              2 2 0 
Linton & Mannibadar                   3 2 -33 
Lubeck                                0 0 0 
Marrona                               1 1 0 
McKenzies Creek & Lower Norton       2 1 -50 
Mena Park                             0 0 0 
Miners Rest (Coghills Creek)          3 1 +67 
Minimay                               1 0 -100 
Mininera, Streatham & Tatyoon         6 0 -100 
Minyip                                1 2 +50 
Mitre                                 0 0 0 
Mount Clear                           38 42 +10 
Mount Wallace                         4 0 -100 
Moyston                               1 4 +75 
Murtoa                                29 7 -76 
Napoleons & Grenville                 14 23 +39 
Natimuk & Quantong                    10 2 -80 
Navarre                               0 0 0 
Nerrin Nerrin                         0 0 0 
Netherby, Larquon & Yanac             0 0 0 
Nhill                                 7 6 -14 
Pimpinio                              1 1 0 
Pomonal                               1 1 0 
Raglan                                7 0 -100 
Rainbow & Kenmare                     11 0 -100 
Rokewood                              6 5 -16 
Rowsley, Parwan & Balliang            4 2 -50 
Scarsdale                             27 12 -55 
Sebastopol                            439 514 +15 
Skipton                               2 1 -50 
Smeaton                               4 13 +69 
Snake Valley                          9 0 -100 
St Helens Plains & Dadswells Bridge   0 0 0 
Stawell                               209 79 -62 
Stockyard Hill                        0 0 0 
Tarranyurk                            0 0 0 
Telangatuk                            0 0 0 
Telopea Downs                         0 0 0 
Wallace                               0 0 0 
Wallup & Youngvale                    0 0 0 
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ESA Name                                           2002         2004       % Change 
  
Warracknabeal                         8 8 0 
Warrenheip                            10 8 -20 
Waubra & Learmonth                    6 3 -50 
Wendouree                             315 205 -35 
Wickliffe                             0 1 +100 
Wilkur                                0 0 0 
Willaura                              4 3 -25 
Willenbrina, Crymelon & Aubrey        2 1 -50 
Yaapeet & Hopevale                    1 0 -100 
Yendon                                6 4 -33 
Total Calls 3767 2739 -27 
    
(note % percentage change limited to 100%) 
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Appendix H 
Summary of Front Page Headlines from the Australian Newspaper and Age 
Newspaper 01-06-2003 to 06-06-2003    
 
1st of June  AUSTRALIAN 
a) is this ATSIC chief’s last slip;   
b) the poor miss out on Bush’s tax cuts; 
c) ‘it wasn’t going to happen on my flight’; 
d) beachside haven for terrorist group 
 
AGE 
a) controversy over the quality of intelligence used to justify the Iraq war; 
b) rumoured intentions by the Prime Ministers (John Howard) to revel his plans 
for the leadership of the Liberal Party; 
c) Phillip Ruddock’s denial of any connection between a $100,000 donation to his 
Liberal Party electorate council by a Buddhist monastery and the overcoming of 
problems in gaining temporary residence visas to its religious workers; 
d) overstretched public hospitals in Victoria. 
 
2nd of June AUSTRALIAN 
a) tough bans to save reef – Fishermen and shipping shut out 
b) explain yourself, Ruddock tells Clark; 
c) shaky truce for Bush and Chirac 
d) Suu Kyi detained in Burmese crackdown 
 
AGE 
a) the US sending more troops to Australia to train in the wake of the Iraq war; 
b) Iranian detainee facing removal to Iran from Bali; 
c) VCE students have one in ten chance of being unemployed and without a 
university place 
 
3rd of June AUSTRALIAN 
  a) flu fighters see the light after beer; 
b) Swans ‘gone’ without Lifeline; 
c) Liberals slump no help to Crean; 
d) Corrigan cheats death in cliff fall; 
e) rift reopens over weapons; 
f) defiant Samudra challenges validity of terror laws  
 
AGE 
a) a move by Kim Beazley to challenge Simon Crean for leadership of the Labor 
party; 
b) Bali bombing defendant facing court; 
c) Revenue increase from speeding fines; 
d) the death of a Special Operations Group policeman while mountaineering in 
Nepal 
 
4th of June AUSTRALIAN 
  a) Howard denies Costello; 
b) Beazley launches bib for top job; 
c) repeat saga leaves unity shattered; 
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d) Police raids on Iranian ‘rebels’ in three cities (Australia) 
 
AGE 
a) John Howard signalling he intends to stay on as Prime minister beyond the 
next election; 
b) East Timor asylum seekers expected to be granted permanent residence 
 
5th of June    AUSTRALIAN 
a) terror plot to kill Gutnick; 
b) Beazely close to having numbers; 
c) ‘squabble’ puts Chief Magistrate in prison; 
d) Sharon backs Palestinian state 
 
AGE 
a) Kim Beazley’s  plans for “wresting” the Labour leadership from Simon Crean; 
b) John Elliot’s financial problems; 
c) secret life of shooting victim; 
d) Hillary Clinton’s feeling regarding her husbands infidelity 
 
6th of June AUSTRALIAN 
a) Rob Martin just wants to get home – but the scruffy bloke next to him barks 
‘this plane is going down’; 
b) Reserve split on need for rate cut; 
c) confident Crean taunts Beazley; 
d) E Timorese six months from eating rats, says UN; 
e) fear stalked Gutnick before murder plot exposed 
 
AGE 
a) a report that al-Qaeda terrorist planned attacks on targets within Australia; 
b) a report on the recovery of AFL footballer Jason McCartney after the Bali 
bombing; 
c) passenger arrested after making threats aboard a Virgin Blue plane 
 
7th of June  AUSTRALIAN 
  a) ALP poll predicts disaster 
  b) heat that brought Beazley to boil 
  c) nervous Reserve gets ready to cut interest rates 
 
  AGE 
  a) Crean leads in Labour’s showdown 
  b) it was a hero’s performance, and then he was gone 
  c) the shame and the scandal: stories bring editors undone 
  d) lower interest rates may be on way 
  e) poll: who will win the flag   
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Appendix I 
Grampians Region profile 
This Appendix provides a broad community profile of Lifeline Ballarat’s primary call 
catchment. This catchment is the geographic area from which the LISN scores were 
calculated and the indicator trialled. This region was selected for pragmatic reasons. 
Telstra data were only available to the researchers from the Ballarat centre’s primary call 
catchment. The Telstra exchange successful call totals, available only in the Telstra data 
set, were the building blocks of the LISN and were, therefore, fundamental to its 
construction. There was not a profile available for the precise Ballarat catchment area. 
However, an overlapping existing areal framework was available and was used to assist 
with the development of this summary.      
 
Lifeline Ballarat’s primary call catchment area covers much of the Department of Human 
Services Grampians Region. A visual comparison of the Grampians Region and Lifeline 
Ballarat’s primary call catchment maps showed the two areal frameworks to be very 
similar. Maps of the catchment area and Grampians Region areas are presented in Figure 
1. The Lifeline catchment covered a slightly smaller geographic area than the Grampians 
Region; however, both areas contained the same major service centres of Ballarat, Ararat, 
Bacchus Marsh, and Horsham. The Grampians Region was therefore chosen as an 
appropriate areal framework to gain a general profile of the call catchment area. The 
Grampians Region covers an area of 47,980 square kilometres and has a population of 
approximately 208,226 (DHS, 2004a). The estimated population of Lifeline Ballarat’s 
primary call catchment was 181,310. The Grampians Region holds just over four percent 
of the population of state of Victoria (4,822,663) (ABS, 2003c) and covers eleven Local 
Government Areas.   
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Grampians Mental Health Service Area            Lifeline Ballarat Call Catchment             
 
Figure 1.  The geographic similarity of the Grampians Region of Victoria and Lifeline 
Ballarat’s estimated primary call catchment.  
 
The Grampians Region has 8.3 percent of the state’s disabilities registrations, which 
indicates it has a greater proportion of registrations than would be expected for its 
population. The national CSMIS data examined by this thesis (see Chapter 8) indicated 
that the Ballarat call centre had the second greatest proportion of its total calls entered as 
coming from callers with mental health diagnoses. Suicide rates for males in the Ballarat 
area of the region are around twice that of the state average. Both male and female rates 
of dementia in the Ballarat area occur at almost twice the rate of the state average. 
However, the region reports levels of depression, general anxiety disorder, and alcohol 
abuse and dependency comparable to the state average. The region has been identified as 
having a lack of provision for hostel placements for older people with functional mental 
illness such as bipolar affective disorder, schizophrenia, and other mental health 
disorders. The region also has reduced levels of low and no cost counselling availability, 
resulting in many people with mental health disorders being treated with medication 
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alone. Without access to counselling for issues that contribute to metal health disorders 
the likelihood of a satisfactory resolution may be reduced (CHPCP, 2002).         
 
The average age of school leavers in the region is lower than the state average. Students 
in the region tend to have low levels of commitment to school and low neighbourhood 
attachment. The Grampians region has the second highest rate of notifications for alleged 
child abuse in the state. Residents in rural municipalities of the region have fewer 
opportunities to access health enhancing attributes when compared to rural centres of the 
area such as Ballarat. Access to education, training, public transport, and employment are 
determinants of health and wellbeing and are not equally available in the three sub 
regions that fall within the Grampians Region (CHPCP, 2002). 
 
The Grampians and Gippsland regions have been identified as having the lowest health 
status in Victoria (Central Highlands Care Partnership, n.d.). The profile of the region 
indicates it has: generally poor face-to-face counselling accessibility, insufficient hostel 
accommodation for older people with mental illness, high rates of dementia, increased 
rates of disability registrations, areas with high suicide rates, and problems with child 
abuse. However, the region is more diverse than this general profile can capture. The 
Grampians Region contains three Primary Care Partnership Regions: Wimmera, 
Pyrenees, and Central Highlands. Each of these Primary Care Partnership Regions is, 
therefore, described in more detail in the following sub-sections. 
 
The Central Highlands Region. 
The Central Highlands Region covers the Ballarat, Golden Plains, Moorabool, and 
Hepburn local government areas. The Central Highlands Region generally has a lower 
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socio-economic profile than the state of Victoria (Central Highlands Care Partnership, 
2001). Cardiovascular disease is the most significant health issue affecting both males and 
females across the region. The highest incidence reported for the region was for male 
residents of the City of Ballarat. Levels of physical activity for males and females in 
Ballarat have been found to be lower than the Australian average. The most significant 
health issue for the region after cardiovascular disease was cancer in women. Types of 
cancer identified were breast, colon/rectum, and lung cancer (Central Highlands Care 
Partnership, n.d). Females in the Golden Plains and Moorabool shires had a greater 
proportion of mental disorders than for the State of Victorian as a whole. Depression and 
anxiety disorders dominated. Suicide rates for the region are lower than the state average. 
However, the suicide rate for males in the Ballarat area is higher than the State average 
(Central Highlands Care Partnership, n.d).  
 
The Golden Plains Shire has particular problems with service delivery. It has a much 
dispersed population and generally relies on services provided as an outreach from the 
major population centres of Geelong, Ballarat, Skipton, or Colac. The Hepburn Shire has 
a number of very disadvantaged towns such as Clunes (Central Highlands Care 
Partnership, n.d). The Central Highlands Care Partnership note that Clunes had a Jesuit 
disadvantage rating of 26, suggesting high relative disadvantage (Vinson, 1999). The 
Clunes area was shown in our results to use the Lifeline Ballarat service at a greater rate 
than any other area in Lifeline Ballarat’s primary call catchment. The Moorabool Shire 
also has a number of areas identified as being socio-economically disadvantaged. 
Bacchus Marsh, for example, contains areas of public housing where high disadvantage 
may be found. (Central Highlands Care Partnership).     
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The Pyrenees Region. 
The Grampians Pyrenees region includes the Rural City Ararat, the Northern Grampians 
Shire, and the Pyrenees Shire. The Pyrenees region covers a large area of 13,000 square 
kilometres and contains many small towns and communities of fewer than 200 people. 
Many individuals and families within the region live on farms. Frequent droughts over the 
last decade have contributed to water supply and quality problems in the area. Farm injury 
is also an issue in the region. Larger centres within the region include Stawell, St Arnaud, 
Avoca, and Beaufort. The towns of St Arnaud and Avoca both fall outside the Lifeline 
Ballarat’s primary call catchment. The region has an aging population with a high 
proportion of inhabitants aged over 75 years of age. This region is bordered by the 
Pyrenees and Grampians ranges, which is said to have a marked impact on access to 
services and the level of investment required for adequate community infrastructure. Life 
expectancy in the region for men and women is markedly lower than for the rest of 
Victoria (GPPCP, 2004).  
 
The Wimmera Region. 
The Wimmera region covers an area of 26,229 kilometres square. The area is sparsely 
populated and is dominated by activities such as cropping, grazing and wool production 
on broad acre farms. The region has an aging population, a high proportion of older 
people living alone, and the region is not ethically diverse. However, the region has a 
significant indigenous population. The Rural City of Horsham is the only centre in the 
region to show substantial growth from migration. Centres within the region are 
suggested to have a strong sense of resilience (Wimmera Primary Care Partnership, 
2004). Horsham has been identified as having a high relative level of personal wellbeing 
(Cummings, Davern, Okerstrom, Kia Lo, & Eckersly, 2005).  
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Life expectancy in the region is close to the Victorian average. Male smoking rates in the 
region are high. Heart disease, stroke, dementia, chronic obstructive pulmonary disease, 
cancers, osteoarthritis, road traffic accidents, and depression respectively are diseases of 
concern in the area. Aboriginal health status in the Wimmera region is reported by service 
providers as lower than for non-indigenous residents, which is consistent with state and 
national profile for this group. Farm injury is an issue of concern in the region. Given the 
size and geographical spread of communities in the region it is said to be relatively well 
serviced by health and community services (Wimmera Primary Care Partnership, 2004).  
 
Distance and isolation characterize the region. This has a clear impact on access to 
services and levels of investment required for adequate community infrastructure in 
communities within the region. Drought has intensified water supply and quality issues 
within the region over the last decade. Key priorities for the region have been identified 
as transport, mental health services, general counselling, health promotion, dental 
services, allied health services, after-hours primary care information, and workforce 
issues (Wimmera Primary Care Partnership, 2004). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
